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between completing our intervention and being contacted for follow-up, due to medical
complications unrelated to her involvement in the study. She was more engaged and invested in
our intervention than I could have ever hoped for, and made spending Saturday mornings at the
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Abstract
Kamody, Rebecca Catherine. Ph.D. The University of Memphis. August 2018.
Evaluating the Pilot Implementation of a Culturally Responsive Dialectical Behavior Therapy
Skills Intervention for Binge Eating Behaviors Among Adolescents. Idia B. Thurston, Ph.D.
The affect regulation model conceptualizes episodes of emotional overeating and binge
eating as an attempt to regulate or change one’s emotions. Dialectical behavior therapy, an
evidence-based treatment for individuals with severe emotion dysregulation, has shown promise
as an effective treatment for individuals with eating disorders, including binge eating disorder.
Dialectical behavior therapy has also been identified and supported as an effective treatment for
adolescents with severe emotion dysregulation. Research has only begun to explore the
application of dialectical behavior therapy as an evidence-based treatment for adolescent binge
eating and related behaviors; however, use of a condensed dialectical behavior therapy skills
intervenion to target binge eating is a novel area of study and yet to be explored. Further,
research on how this treatment approach could be generalized to subclinical, emotional
overeating behaviors is needed. The purpose of the present study was to examine the
acceptability, feasibility, and preliminary efficacy of a culturally responsive dialectical behavior
therapy skills group intervention to target emotional overeating behaviors in adolescents.
Participants were 15 adolescents between the ages of 14-18 (100% Black, 73.3% female)
endorsing emotional overeating behaviors, who participated in a condensed 10-week skills
intervention to target disordered eating behaviors. The present study utilized a pre-test/post-test
single group study design to compare pre-treatment, post-treatment, and follow-up changes in
emotional overeating behaviors, psychological functioning, and skill acquisition in an
uncontrolled pilot trial. All dialectical behavior therapy skill modules (mindfulness, distress
tolerance, emotion regulation, interpersonal effectiveness) were taught in the context of
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emotional overeating eating behaviors. Mean changes assessed for measures of eating behaviors,
psychological functioning, and skill acquisition among all participants who completed the
intervention (N =15) and again among the subsample who also completed follow-up (N =11).
Findings support the preliminary efficacy of the present study at decreasing disordered eating
behaviors, with medium to large effect sizes found for decreases in objective binge episodes per
month based on youth and caregiver report. Further, qualitative exit interviews and objective
questionnaires suggest the proposed culturally responsive intervention was acceptable to
participants. Participation based on attendance, homework completed, and diary completion
suggest the intervention is feasible to implement. These findings support that this alternative,
less-intense dialectical behavior therapy skills treatment modality may be a viable intervention
approach for adolescents with subclinical binge eating behaviors, and may be a more attainable
treatment approach for youth and families encountering significant barriers to treatment.
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Evaluating the Pilot Implementation of a Culturally Responsive Dialectical Behavior
Therapy Skills Intervention for Binge Eating Behaviors Among Adolescents
Emotional overeating is eating in excess as a means to soothe or cope with negative
emotions (Tanofsky-Kraff et al., 2007). When taken to the extreme, emotional overeating is one
potential contributor to episodes of binge eating. A binge eating episode is characterized as
experiencing a sense of lack of control when eating an amount of food larger than what others
would consume in similar circumstances over a period of about two hours (American Psychiatric
Association, 2013). To meet Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-5) criteria for Binge Eating Disorder (BED; American Psychiatric Association,
2013), an individual must engage in repeated binge eating episodes. In addition to these objective
binge episodes, these binges must be accompanied by at least three of the following five
symptoms: “1) eating much more rapidly than normal, 2) eating until feeling uncomfortably full,
3) eating large amounts of food when not feeling physically hungry, 4) eating alone because of
feeling embarrassed by how much one is eating, 5) feeling disgusted with oneself, depressed, or
very guilty afterward” (American Psychiatric Association, 2013). Further, to meet criteria for
BED, an individual must also meet the following criteria: “1) marked distress regarding binge
eating; 2) the binge eating occurs, on average, at least once a week for 3 months; 3) the binge
eating is not associated with the recurrent use of inappropriate compensatory behavior as in
bulimia nervosa and does not occur exclusively during the course of bulimia nervosa or anorexia
nervosa” (American Psychiatric Association, 2013).
Emotional Overeating and Subclinical Binge Eating
Emotional overeating may be conceptualized as subclinical binge eating-related behavior,
as relations between emotional eating and binge eating episodes have been established in both
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adults and youth (Tanofsky-Kraff et al., 2007). Based on the criteria of the DSM-5 for BED, it is
possible for an individual to engage in binge eating-related behaviors, without meeting full
criteria for BED. Although they may be engaging in objective binge episodes recurrently, they
may occur less frequently than once a week. Further, individuals may engage in subclinical
binge-related behaviors, which do not constitute an objective binge episode. Specifically, they
may not consume large enough meals or may eat large amounts of food in a longer duration of
time to be considered an objective binge episode; however they may still eat in excess,
experience loss of control while eating, and/or associated marked distress. In such instances, the
individual may still be seeking comfort through food, and may be overeating as a way to
suppress or soothe negative emotions, rather than eating out of physical hunger. As such, they
would still benefit from intervention.
Risks of Emotional Overeating and Binge Eating
Despite not meeting full criteria for BED, engaging in emotional overeating and
subclinical binge eating-related behaviors can still result in risks to both the individual’s physical
and mental health. In regards to physical complications, binge eating-related behaviors are
associated with increased risk for obesity and metabolic syndrome, along with associated health
complications such as cardiovascular disease, hypertension, and diabetes (Hudson et al., 2010;
Sonneville et al., 2013; Wonderlich, Gordon, Mitchell, Crosby, & Engel, 2009). Further,
experiencing loss of control while eating has been found to be associated with excessive weight
gain among youth (Tanofsky-Kraff et al., 2011). Consuming a large amount of food over a short
period time, as with that which constitutes a binge episode, has been found to be associated with
a decrease in the body’s ability to process glucose and the potential for suboptimal glucose
metabolism (Hudson et al., 2010), as well as desensitized dopaminergic circuits, which results in
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the need for increased food intake to stimulate dopamine circuits (Frank, 2016). In regards to
mental health risks, loss of control when eating has been related to increased depressive
symptoms and emotional distress in youth (Goldschmidt, Loth et al., 2015; Sonneville et al.,
2013; Tanofsky-Kraff et al., 2011). Further, a sense of guilt and embarrassment over one’s lack
of control is often associated with emotional overeating and bingeing (American Psychiatric
Association, 2013). As such, these episodes often occur in isolation, and have been found to be
associated with problems in the areas of social adjustment, decreased quality of life, and
decreased life satisfaction (Wonderlich et al., 2009).
The inclusion of BED as its own Eating Disorder to the DSM-5 represents
acknowledgement of both the substantial impact of BED on the individual and recognition of its
distinction from other eating disorders (American Psychiatric Association, 2013; Striegel-Moore
& Franko, 2008; Wonderlich et al., 2009). Lifetime prevalence rates of BED are higher than
Anorexia Nervosa and Bulimia Nervosa. Specifically, rates of BED among adult women are
3.5% and 2.0% among men (Hudson, Hiripi, Pope Jr., & Kessler, 2007; National Insitute of
Mental Health, 2016). Although not differentiated among types of eating disorders for
adolescents (i.e., BED vs. Bulimia Nervosa vs. Anorexia Nervosa), findings suggest that 2.7% of
adolescents aged 13-17 are diagnosed with eating disorders (Merikangas et al., 2010; National
Institute of Mental Health, 2016). These prevalence rates, along with the fact that BED is
frequently associated with comorbid psychopathology (Hudson et al., 2007), such as Bipolar
Disorder, Depressive Disorders, Anxiety Disorders, and Substance Use Disorders (American
Psychiatric Association, 2013; Martin et al., 2016; Striegel-Moore & Franko, 2008; Wonderlich
et al., 2009), suggest a burden on the individual, the family, and general public health (Hudson et
al., 2007).
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Psychological Treatment of BED
Due to both the individual and public health burden of BED, it is imperative to identify
effective psychological treatments, and develop innovative intervention and prevention programs
to address emotional overeating and subclinical BED symptoms. In adults with BED, cognitive
behavioral therapy (CBT) is the leading treatment for reducing binge-eating behaviors, while
other psychological treatments, including Behavioral Weight Loss Treatment (BWL) and
Interpersonal Psychotherapy (IPT), have also been found to be effective in treating BED
(Berkman et al., 2015; Fairburn, 2013; Iacovino, Gredysa, Altman, & Wilfley, 2012; Wilson &
Shafran, 2005). The rationale for using BWL in BED treatment is to implement a treatment
commonly used for weight reduction in adults with obesity to reduce calorie intake and increase
physical activity; however, BWL does not target binge eating directly (Iacovino et al., 2012).
The rationale behind the use of IPT to target BED is to address poor interpersonal functioning,
which is related to eating disorders, specifically binge eating behaviors (Fairburn, 2013; Iacovino
et al., 2012). Although both BWL and IPT are effective in reducing binge-eating behaviors,
neither has been as well studied nor found to be as effective as CBT (Iacovino et al., 2012).
CBT for BED is based on the restraint model (see Figure 1), which suggests that extreme
restriction results in problematic eating patterns (i.e., binge eating), and shape and weight
concerns. This restraint model has support from prospective research which suggests that
overvaluation of weight is related to binge eating behaviors in adolescents (Sonneville et al.,
2015). Prospective research has also found dieters to be more likely to develop binge eating
disorder (supporting the CBT restraint model), and that higher levels of depression and lower
self-esteem increase this likelihood (Goldschmidt, Wall, Loth, Le Grange, & Neumark-Sztainer,
2012).
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Based on the restraint model, this over restriction then leads to episodes of binge eating,
resulting in a cycle of bingeing and restricting; however it should be noted that the pressure to be
thin that leads to restricting behaviors is not a representative experience of all racial and ethnic
groups (Brooks, 2016; Taylor, Caldwell, Baser, Faison, & Jackson, 2007). The purpose of using
CBT in BED is to replace patterns of restricting and binging with healthier eating patterns and
healthy weight-control behaviors, and to reduce negative cognitions related to shape and weight
concerns (Iacovino et al., 2012). CBT for BED has been further developed and extended to
Guided Self-Help CBT (Fairburn, 2013), which utilizes the same theoretical basis of CBT;
however, this modality is much less intensive for the patient, and primarily involves utilization of
a self-help manual and brief outpatient meetings with therapists (Iacovino et al., 2012).
Treatment of BED in Children and Adolescents
Unfortunately, limited research exists for effective treatments for BED and associated
behaviors in children and adolescents. Treatments that have been developed were adapted
primarily from IPT and CBT approaches. Specifically, one pilot study examined the
effectiveness of IPT for girls at risk for excessive weight gain, targeting the subclinical BED
behavior of loss of control (LOC) eating (Tanofsky-Kraff et al., 2010). Findings of this pilot trial
indicated that among adolescent girls with LOC eating, those who received the 12-week IPT
group intervention had greater reduction in LOC eating than those who received a standard-ofcare health education group intervention. The follow-up randomized control trial (RCT) of this
initial pilot trial showed that this IPT group intervention was more effective than the control
health education condition at reducing objective binge eating at one-year follow-up (TanofskyKraff et al., 2014).
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In regards to CBT based treatments for youth with binge eating behaviors, one study
utilized a 16-week internet-facilitated online intervention that incorporated both psychoeducation
and cognitive behavioral techniques (e.g., goal setting, self-monitoring, appetite awareness
skills) to reduce binge eating in high school students (Jones et al., 2008). Compared to the
participants who were assigned to a waitlist control group, those in the internet-facilitated
intervention were found to have significant reduction in both objective binge episodes. Another
intervention utilizing CBT based treatments for binge eating in youth examined two parent-child
treatments for children with both binge eating and the subclinical binge eating-related behavior
of eating in the absence of hunger (Boutelle et al., 2011). Both treatments were centered around
behavioral and cognitive coping techniques for changing eating behaviors and appraisal of food
behaviors. One treatment condition included cue-exposure to craving foods, while the other
focused on appetite awareness training. Both treatment conditions resulted in a significant
decrease in binge eating in children. The cue-exposure condition was also found to reduce eating
in the absence of hunger. Of note, this cue-exposure condition also included a targeted affect
component, referred to as learning the skill of ‘riding the craving wave’. In essence, this skill
focused on noticing cravings and sitting with them, rather than acting on the urge, a technique
consistent with the wave skill of Dialectical Behavior Therapy (DBT; Rathus & Miller, 2014).
The DSM-5 does not identify a minimum age for the diagnosis of BED; however
prevalence studies indicate that it is typically diagnosed in young adulthood, between the early to
mid-20’s (Berkman et al., 2015). One explanation for this trend is that prior to the DSM-5, BED
was not recognized as an independent eating disorder (American Psychiatric Association, 2013).
This could partially explain the lack of research into interventions and treatments for BED and
related behaviors in youth, as diagnosis at this young age is much less common Further, it has
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been found that BED is the most common eating disorder among African American adolescents
and adults, despite having a later onset (early 20’s) compared to other eating disorders (Hudson
et al., 2007; Taylor et al., 2007). The propensity to use food as a coping mechanism to handle
stressors begins in adolescence, and progresses into more disordered eating behaviors as
environmental and economic stressors increase in early adulthood (Taylor et al., 2007).
However, as these dietary habits begin to be developed and formed in adolescents, it is important
to intervene to target subclinical binge eating behaviors and emotional overeating at this age,
prior to development of symptoms that meet full diagnostic criteria of BED in the early to midtwenties.
Both the individual and public health burden of BED in adulthood support the importance
of intervening prior to adulthood (i.e., during adolescence). Given the more common
presentation of subthreshold BED-related behaviors in adolescence, it would be beneficial to
target intervention and prevention efforts at youth with subclinical presentations of these
behaviors (Field et al., 2012). Community based research has found that loss of control while
eating is a common eating behavior among adolescents, which is related to increased eating
disorder psychopathology, greater distress associated with eating, and increased risk for
developing full syndrome eating disorders (Schlüter, Schmidt, Kittel, Tetzlaff, & Hilbert, 2015).
Further, longitudinal research has found that higher scores of eating disorder behavior on the
SCOFF questionnaire (acronym derived from target words in questionnaire: 'Do you make
yourself Sick because you feel uncomfortably full? Do you worry you have lost Control over how
much you eat? Have you recently lost more than One stone in a 3 month period? Do you believe
yourself to be Fat when others say you are too thin? Would you say that Food dominates your
life?'; Morgan, Reid, & Lacey, 1999), a brief measure of core features of eating disordered
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behavior, in childhood and adolescence significantly predict higher endorsement of eating
disorder behavior in young adulthood (Herpertz-Dahlmann, Dempfle, Konrad, Klasen, &
Ravens-Sieberer, 2015).
Although CBT and IPT for BED have been found to reduce binge-eating behaviors in
both adults and youth, they have been found to be less effective at reducing depression and
emotional distress in individuals with BED behaviors (Berkman et al., 2015). Though these
treatments include some affective components, the restraint model is focused largely on the
behavioral and cognitive components of emotional overeating and binge eating behaviors, with
less emphasis on the role of dysregulated emotions and affect in facilitating these behaviors.
Prospective and longitudinal research has found both affective and cognitive factors, such as
depressive symptomatology, low self-esteem, and body dissatisfaction to be predictive of binge
eating-related behaviors in adolescence and young adulthood (Goldschmidt, Wall, Choo, Becker,
& Neumark-Sztainer, 2016; Goldschmidt et al., 2012; Goldschmidt, Wall, Loth, & NeumarkSztainer, 2015; Goldschmidt, Wall, Zhang, Loth, & Neumark-Sztainer, 2016; Skinner, Haines,
Austin, & Field, 2012; Sonneville et al., 2015; Stice, Presnell, & Spangler, 2002). This research,
in conjunction with knowledge that the restraint model may not be a representative model of
emotional overeating behavior for all cultural groups (Brooks, 2016; Taylor et al., 2007),
supports a theoretical model to treatment that puts greater focus on the emotional experiences in
conceptualizing emotional overeating and binge eating behaviors, and less emphasis on the
behavior of food restriction.
Affect Regulation Model of Emotional Overeating
Both binge eating specifically, and emotional overeating more generally, can be
conceptualized using an affect regulation model (see Figure 2; Safer et al., 2009).
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According to this model, bingeing and emotional overeating occur as an attempt at regulating
one’s emotions, by using the behavior of overeating to influence or control one’s dysregulated
emotion (Safer, Couturier, & Lock, 2007; Safer et al., 2009). Research has found emotion
regulation difficulties to be related to binge eating. Further, difficulties identifying emotions and
inadequate emotion regulation strategies have been found to strengthen the relation between
emotion regulation difficulties and binge eating (Whiteside et al., 2007). A recent systematic
review found evidence that binge eating is triggered by negative emotions, and using food to
cope provides short-term relief (Leehr et al., 2015), supporting the affect regulation model of
emotional overeating behaviors.
Central to the affect regulation model of emotional overeating and binge eating behaviors
is the biosocial theory (Safer et al., 2009). Based on this model, individuals with emotional
overeating and those engaging in binge eating behaviors use eating as a means to regulate or
control their negative emotions. Although eating may provide immediate relief from negative
emotions, research suggests that after engaging in overeating, negative affect actually increases
(Haedt-Matt & Keel, 2011), thus perpetuating the cycle of dysregulated emotions leading to
destructive behaviors (i.e., emotional overeating). The biosocial theory posits two assumptions
underlying this cycle. The first assumption is that individuals using emotional overeating and
binge eating as an effort to regulate their negative emotions have a biologically based
predisposition to emotional sensitivity and high reactivity to their emotions, and difficulty
returning to a less intense emotional baseline. As a result of their inability to regulate their
emotions effectively, these individuals are more emotionally vulnerable. The second assumption
is that these individuals experience an invalidating environment, in which they transact with the
circumstances around them in a way that communicates the message that what they are feeling is
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unwarranted or unimportant. This sense of invalidation, compounded with the biological
predisposition to being highly reactive and highly sensitive, results in urges to overeat or binge to
sooth these negative, and possibly unidentified, emotions (Safer et al., 2009).
Although the biosocial theory is central to the affect regulation model of emotional
overeating and binge eating, the theoretical underpinnings of the biosocial theory have also been
alluded to in other approaches. From a behavioral neuroscience approach, a bio-psycho-social
model is proposed that creates a ‘perfect storm’ for individuals with eating disorders, including
BED (Frank, 2016). In this model, it is proposed that predisposing biological traits interact with
specific triggers in the environment, such as food restriction or excessive food intake. This
dysregulated food intake may then be driven by difficult circumstances and conflict in the
environment as a means of coping, resulting in the cycle of binging and restricting. Another
perspective is the dual pathway model (Dakanalis et al., 2014). This model posits complex
pathways in which variables such as body dissatisfaction, dietary restriction, interoceptive
deficits (i.e., difficulty identifying satiety and hunger cues), negative affect, and emotional
eating, all impact emotional overeating and binge eating through distinct pathways. Although
each of these approaches have differences in their posited models of emotional overeating and
binge eating behaviors, they all share the same underlying principle of the affect regulation
theory; namely, that emotional overeating behaviors are perpetuated by negative affective
experiences.
Dialectical Behavior Therapy
Viewing binge eating and emotional overeating in terms of the affect regulation model
supports the use of intervention techniques aimed at increasing individuals’ emotion regulation
skills, such as DBT (Linehan, 1993a, 1993b). DBT is an evidenced based treatment for affect
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dysregulation aimed at decreasing problem behaviors and replacing them with more skillful
behaviors, such as mindfulness, distress tolerance, emotion regulation, and interpersonal
effectiveness (Linehan, 1993a, 1993b). Originally developed for adults with Borderline
Personality Disorder, DBT has been adapted and deemed to be appropriate for adolescents with
severe emotion dysregulation (Miller et al., 2006; Rathus & Miller, 2014). As an evidencedbased practice, DBT for adolescents includes numerous therapeutic aspects, including individual
and family therapy, telephone coaching, consult team for providers, and DBT skills training
groups (Courtney-Seidler, Burns, Zilber, & Miller, 2014; Salsman & Arthur, 2011).
DBT for Disordered Eating
Notably, DBT has been adapted specifically for use in eating disorders (Bankoff, Karpel,
Forbes, & Pantalone, 2012; Lenz, Taylor, Fleming, & Serman, 2014; Linehan & Chen, 2005;
Safer et al., 2009; Wisniewski & Kelly, 2003), and has been found to be an effective treatment
for those being treated solely for eating disorders, as well as those being treated for comorbid
psychological disorders (Chen, Matthews, Allen, Kuo, & Linehan, 2008; Federici, Wisniewski,
& Ben-Porath, 2012; Wisniewski & Ben-Porath, 2015). Further, DBT has emerged as an
efficacious treatment for treating adults with both BED and bulimia nervosa (Chen et al., 2008;
Safer et al., 2009; Telch, Agras, & Linehan, 2000; Wiser & Telch, 1999). Early research on DBT
for BED found the implementation of group DBT to be related to decreased binge eating in an
uncontrolled trial (Telch et al., 2000). The follow up RCT found group DBT (20 weekly 2 hr
sessions) to be more effective than a control wait-list group at reducing objective binge episodes
both post treatment and at 6 month follow-up in adult females (Telch et al., 2000; Telch, Agras,
& Linehan, 2001). A more recent RCT compared the efficacy of a group DBT for BED
intervention to an active comparison group therapy (ACGT) in adult men and women (Safer,
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Robinson, & Jo, 2010). This study found lower dropout rates for the DBT group compared to the
ACGT group, as well as higher percentage of abstinence from bingeing in the DBT group
compared to the ACGT group at post-treatment. Follow-up analyses of moderators of these
treatment conditions found that indicators of pathology at baseline, specifically those with
indicators of Avoidant Personality Disorder and early presentation of dieting and overweight
difficulties in youth (prior to 15 years of age) resulted in significantly worse outcomes for those
in the ACGT group compared to the DBT group (Robinson & Safer, 2012). Although limited
evidence thus far supports the use of DBT in individuals with BED, more research is necessary
(Iacovino et al., 2012).
DBT for Adolescents with Disordered Eating
Despite evidence highlighting the effectiveness of DBT for adolescents with emotional
dysregulation and DBT for adults with eating disorders, the use of DBT in adolescents with
eating disorders is a relatively novel area of study, with a dearth of literature (Safer et al., 2009).
A case series examining the efficacy of a 25-week DBT treatment, including both individual
therapy and group skills training, of 12 adolescent females with Bulimia Nervosa and Anorexia
Nervosa, found reductions pre to post treatment in eating disorder related behaviors and
psychopathology (Cohen’s d ranging 0.43-1.10; Salbach-Andrae, Bohnekamp, Pfeiffer,
Lehmkuhl, & Miller, 2008). In addition, a separate case study examining individualized DBT (21
sessions including individual therapy and skills training) with a 16-year-old female adolescent
with BED, found that modifying DBT for BED for adolescents resulted in a drastic reduction in
objective binge episodes reported by the client (Safer et al., 2007). In this study, developmental
adaptations for adolescence included incorporating family sessions in treatment, and including
sessions on interpersonal effectiveness, particularly related to effectively achieving objectives
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with parents. At baseline, the subject of this case study had reported 22 objective binge episodes
on 20 separate days. At three months post-treatment, the client reported one objective binge
episode on one day (Safer et al., 2007). A recent pilot study examined the effectiveness and
feasibility of an outpatient DBT program for 10 adolescent females endorsing bingeing (in the
context of Bulimia Nervosa symptomatology), nonsuicidal self-injury (NSSI), and suicidal
ideation (Fischer & Peterson, 2015). Treatment included individual therapy, group skills training,
therapist consultation group, and access to coaching in between sessions. At both post-treatment
and at 6-month follow-up, participants were found to have reduced objective binge episodes
(Cohen’s d = 1.39), along with reductions in NSSI (Cohen’s d = 0.67) and purging behaviors
(Cohen’s d = 0.91; Fischer & Peterson, 2015). Of note, based on the findings of this line of
research, the American Academy of Child and Adolescent Psychiatry has identified the use of
DBT to treat children and adolescents with eating disorders as a psychosocial intervention that
necessitates future study (Lock & La Via, 2015).
Disseminating DBT for Disordered Eating
It is important to consider with any treatment how to most effectively disseminate to
patients and clients. One method for increasing the scale on which a treatment modality can be
disseminated is the use of self-help manuals and programs. When attempting to increase
dissemination through development of self-help programs, it is vital to balance the factors of
increasing reach, efficacy, adoption, implementation, and maintenance of the intervention
(Rosen, Glasgow, & Moore, 2003). Research has demonstrated the efficacy of treating BED with
less intensive and inexpensive modalities, such as CBT Guided Self-Help, which has been found
to be more effective than treatment as usual conditions at reducing binge eating behaviors
(Fairburn, 2013; Iacovino et al., 2012; Striegel-Moore et al., 2010; Wilson & Zandberg, 2012),
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and DBT Guided Self-Help (Masson, von Ranson, Wallace, & Safer, 2013). In a pilot study
examining the effectiveness of DBT Guided Self-Help, which included orientation, distributing a
DBT manual, and scheduled phone support calls with the therapist, DBT Guided Self-Help was
found to be more effective than the wait list condition at reducing binge episodes, reducing
eating disorder psychopathology, and improving quality of life (Masson et al., 2013).
Disseminating treatments through less intensive modalities provides opportunities for individuals
with fewer economic resources to pursue treatment, and increases scalability of interventions.
Researchers have begun to investigate less intensive, condensed DBT based interventions
on BED related symptomatology in adults, although this work has yet to be explored in
adolescents. One such study in adults investigated two separate condensed DBT adapted
interventions (both 15 sessions in length) on women with both full syndrome and subclinical
presentations of BED and Bulimia Nervosa (Klein, Skinner, & Hawley, 2013). One treatment
condition received individual sessions focused on diary card review and problem solving of
eating disorder behavior, without formal teaching of DBT skills. The second condition was
group-based and focused on teaching DBT skills. Both treatment conditions resulted in
decreased binge eating and increased interoceptive awareness. Although the diary card treatment
group was less time intensive and had lower dropout rates, the DBT skills group resulted in
significantly decreased reports of body dissatisfaction, ineffectiveness, perfectionism, and drive
for thinness. Another study of a condensed DBT based intervention investigated the acceptability
of a 12-week, 2 hour adapted intervention and reported findings for three case studies with adult
women (Erb, Farmer, & Mehlenbeck, 2013). DBT for BED was adapted to be appropriate for the
winter months, to include preparation for the holidays, flexibility with winter scheduling work
needs, and inclusion of interpersonal effectiveness skills (reasoned to be important during the
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holidays to control emotions). In all three case studies, the women no longer met criteria for
BED post-treatment, and had significantly decreased eating disordered behaviors, and increases
in emotion regulation, quality of life, and self-esteem, all of which were maintained at the oneyear follow-up.
As alluded to previously, DBT for adolescents is a fairly intensive therapy involving
multiple therapeutic domains (individual therapy, family sessions, telephone coaching, consult
team, DBT skills training groups) all of which are vital to the treatment’s efficacy (Miller et al.,
2006). Feasibility and preliminary evidence of efficacy has been supported for the use of
condensed DBT skills intervention for decreasing general health risk behaviors and improve
psychological functioning among youth through alternative, less intensive modalities (e.g.,
school based skills programs; Memel, 2012; Nelson-Gray et al., 2006; Ricard, Lerma, & Heard,
2013; Zapolski & Smith, 2016). However, the impact of a less intensive and condensed DBT
skill intervention on binge eating behaviors in adolescents is currently unknown. Further, it is
unknown how adolescents with subclinical binge eating behaviors, such as those engaging in
emotional overeating who do not meet full criteria for BED, may benefit from such skill-based
interventions, and the role such interventions may play in preventing full clinical presentation in
adulthood. As both BED and emotional overeating are consistent with the affect regulation
model, it would stand to reason that both of these behaviors would benefit from the
implementation of DBT skills.
Adapting Interventions
It is import to utilize representative samples in intervention adaptation, in order to adapt
evidence-base treatments to the patients being targeted (Nock, Goldman, Wang, & Albano,
2004). Research suggests comparable rates of BED among White, Black, and Latino(a)
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racial/ethnic groups within the United States (Marques et al., 2011). This same line of research
has also found that prevalence rates of engagement in an objective binge episode is actually
higher for racial and ethnic minority groups (African American: 4.83%; Latino(a): 5.60%)
compared to non-Latino(a) White Americans (2.53%; Marques et al., 2011). This suggests the
importance of culturally adapting interventions for these target populations (Barrera, Castro,
Strycker, & Toobert, 2013; Bernal, 2006; Castro, Barrera, & Martinez, 2004; Morrison et al.,
2009). Further, in considering the different stages and levels at which cultural adaptation can
occur, it is imperative that the theoretical basis of the intervention be adapted to be appropriate
for the population being targeted (Barrera et al., 2013).
Due to cultural differences in eating behaviors and body image ideals, the restraint model
underlying CBT for BED may not be a culturally appropriate conceptualization of what drives
emotional overeating and binge eating behaviors for all racial/ethnic populations. Specifically,
when compared to White women, Black women tend to place less emphasis on thinness and
weight loss, suggesting that emotional overeating and binge eating do not occur as a result of a
cycle of over restriction and bingeing (Brooks, 2016; Taylor et al., 2007). Rather, stressors and
life experiences may be a more apt explanation of what contributes to disordered eating
behaviors among Black women (Taylor et al., 2007), supporting the affect regulation model of
emotional overeating (i.e., using overeating as a means to cope with stressors or negative
emotions; Safer et al., 2009). This conceptualization provides support for the use of a DBT
approach, with its underlying theory of the affect regulation model, in a culturally adapted
intervention for BED behaviors. However, as adapting DBT for adolescents with binge eating
and emotional overeating behaviors is a relatively novel area of study, there is an even greater
absence of research exploring additional methods of adapting DBT based intervention to be
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culturally responsive for binge eating and related behaviors in this population. Further, it is worth
noting that of the work that has been done with DBT in adolescents with eating disorders, the
participant samples have been predominantly White female youth (Fischer & Peterson, 2015;
Salbach-Andrae et al., 2008).
Present Study
The purpose of the present study was to examine the acceptability, feasibility, and
preliminary efficacy of a culturally responsive condensed DBT skills group intervention for
adolescents with emotional overeating and binge eating behaviors. Youth between the ages of
14-18 were selected because compared to younger children, adolescents at this age begin to
transition from being adult-centered (i.e., parents) to peer-centered (Fulgini, Eccles, Barber, &
Clements, 2001). As a result, adolescents become more responsible and autonomous in decisionmaking behaviors (Gossens, 2006), such as independence in food choices. Skills taught in groups
were aimed at decreasing emotional eating practices typically used to soothe emotions
(Tanofsky-Kraff et al., 2007), and increasing mindful eating practices and emotion regulation
skills. The overall aim of this project was to build upon work supporting the efficacy of adapting
DBT based interventions for adolescents with eating disordered behavior, and to extend the
present research in a direction that may increase scalability and dissemination in a way that is
more feasible for a wide range of patients. The specific individual aims related to acceptability,
feasibility, and preliminary efficacy are detailed below.
Aim 1. The main outcome of the present study was disordered eating behaviors
including: emotional overeating, objective binge eating, and binge eating-related behaviors,
cognitions, and emotions (e.g., marked distress after eating). The aim of the intervention was to
decrease these disordered eating behaviors and symptoms from pre- to post-intervention. It was
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hypothesized that these behaviors would decrease from pre- to post-treatment, and improvements
would be maintained at 3-month follow-up, as implementation of DBT skills would equip
participants with alternative coping skills to replace emotionally driven overeating behaviors.
Aim 2. Secondary to these primary outcome objectives was the aim of improving overall
psychological functioning, including mental health (i.e., depressive and anxious symptoms), selfperception, self-esteem, and locus of control. It was hypothesized that overall functioning, selfperception, self-esteem, and locus of control would increase, whereas depressive and anxious
symptoms would decrease from pre-to post-treatment, and improvements would be maintained at
3-month follow-up. It was rationalized that increased skill use and decreased emotional
overeating would lead to elevated mood (and associated decreased feelings of depression and
anxiety), improved body image and self-esteem, and increased feelings of control over health
due to fewer subsequent emotional overeating and binge episodes.
Aim 3. A third aim of the present study was to assess acquisition of skills taught in
groups, including mindfulness, distress tolerance, emotional regulation, and interpersonal
effectiveness (see Sessions 2-9 portion of Procedure section for detailed description of skills). It
was the goal of the present intervention to increase skill acquisition, as it was hypothesized that
acquisition and subsequent utilization of these skills would lead to decreases in emotionally
driven overeating. It was hypothesized that from pre- to post-treatment, skill acquisition of
mindfulness, distress tolerance, emotional regulation, and interpersonal effectiveness would
increase, and be maintained at 3-month follow-up.
Acceptability and Feasibility Aims. With regard to acceptability of the intervention, the
first aim was to examine the acceptability of using this emotional overeating intervention to
decrease disordered eating behaviors, improve psychological functioning, and increase skill
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acquisition in adolescents with emotional overeating behaviors. The second aim was to examine
the acceptability of culturally responsive adaptations made to the intervention (detailed in
“Intervention Adaptation” in Methods section below), to be responsive to the cultural
demographics of the sample.
With regard to feasibility, the aim of the proposed study was to examine implementation
feasibility of the proposed emotional overeating intervention by tracking different aspects of
participants’ engagement in the intervention (i.e., attendance of sessions, completion of
homework, completion of diary card). In addition to pre- to post-treatment demonstration of
preliminary evidence of efficacy, it was vital that the intervention also be acceptable and
feasible, prior to progressing to more controlled intervention pilot trials.
Methods
Study Design
The present study utilized a pre-test/post-test single group study design including
assessments at baseline, post-treatment, and 3-month follow-up, as this study served as a
feasibility pilot trial of a skills-based group intervention. RCTs are considered the gold standard
of clinical intervention research; however, using a pre-test/post-test single group study design to
evaluate the feasibility of pilot interventions in pediatric populations is an ecologically valid
approach (Drotar et al., 2014). Pilot trials are used for a number of reasons, including: to assess
participant acceptability of a treatment, to recruit adequate participants from the target
population, to determine treatment feasibility, to explore clinical significance of participant
improvement in outcomes, and to obtain effect sizes of improvements to inform development of
future controlled clinical trials (Rounsaville, Carroll, & Onken, 2001). A pre-test/post-test single
group study design was considered optimal, to reduce between group differences among the five
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cycles of groups, due to potential clustering effects that may have resulted from therapist effects
(i.e., individual differences among group facilitators) and individual differences among group
members (Roberts & Roberts, 2005). Steps to ensure fidelity in group facilitation were employed
to reduce these clustering effects (see Group Facilitator Fidelity section for detailed
descriptions). As a pre-test/post-test single group study design, we compared baseline, posttreatment, and follow-up means, standard deviations, and effects sizes. Assessment measures
were collected at baseline, immediately upon completion of the intervention, and again at 3month follow-up. Acceptability and feasibility assessments and exit interviews were conducted
with each participant post-intervention to inform future intervention adaptation.
Participants
Participants were youth aged 14-18, who were patients at Le Bonheur Children’s
Hospital (LBCH) at the time of recruitment. Five cycles of the group intervention were
implemented, with a total of 30 participants (70.0% Female; 93.3% Black, 3.3% Pacific Islander,
3.3% Multiracial; 3.3% Latino(a); Mage = 15.40, SD = 1.30) completing baseline assessments. Of
these, 15 participants fully completed the intervention, resulting in a 50% attrition rate.
Participation was not limited based on gender, race, ethnicity, or medical diagnoses.
Inclusion criteria was endorsement of any emotional overeating or binge eating-related behaviors
(see Appendix A for screener). Exclusion criteria included diagnoses of Intellectual Disability
and lack of parent consent, as individuals diagnosed with Intellectual Disability are likely less
autonomous in their food choices than their adolescent peers without intellectual disabilities.
Procedure
Recruitment. Recruitment occurred in various clinics of LBCH, including the Healthy
Lifestyle Clinic, Endocrinology Clinic, Gastroenterology Clinic, and General Pediatrics. Study
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investigators met with physicians from these clinics to assess feasibility and discuss
implementation of recruitment strategies. Patients aged 14-18 in these clinics were provided with
an Emotional Overeating screener form upon arriving for their clinic appointments. The medical
provider managing this appointment reviewed this screener form, and patients who endorsed any
of the items were provided with a referral information sheet for the emotional overeating
intervention group (see Appendix B). Study personnel contacted families via phone and/or email
to follow up with potential participants. Because of the negative stigma that may be associated
with endorsing emotional overeating and binge eating behaviors (O'Connor, McNamara, O'Hara,
& McNicholas, 2016), research personnel consulted with medical providers in all recruitment
clinics on alternative phrasing to be used with potential participants, such as framing as an
intervention to manage emotions and moods, and promote a healthier lifestyle. Within 48 hr of
the initial referral email, study personnel contacted potential participants to gauge interest and
schedule their orientation and assessment session.
Intervention Structure. Five intervention group cohorts were implemented. Because of
the importance of peers to one’s social support in adolescence (Fulgini, Eccles, Barber, &
Clements, 2001), a group-based intervention was determined to be more optimal than an
individualized intervention. Groups were offered at different times of the day on different days
of the week in order to increase accessibility for participants, and start dates were staggered to
maximize recruitment efforts. The Emotional Overeating Intervention sessions occurred over 10
weeks, and were held at LBCH – Main Campus.
Baseline assessments were conducted at week 1, post-intervention assessments occurred
at week 10, and follow up assessments occurred at approximately 3 months. The same
questionnaire protocols were assessed at all time points with adolescent participants and their
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caregiver (see Appendix C for adolescent questionnaire protocols; see Appendix D for caregiver
protocols). Assessment measures took approximately 1 hr to complete by youth and 30 minutes
by caregiver, and were completed either electronically via Qualtrics, or with pen-and-paper
questionnaires. Study personnel were available to answer questions while participants completed
assessments.
Intervention Adaptation. The prevalence rates of BED are comparable among White
and Black adults in the United States; however, the prevalence rates of binge episodes are higher
among Black adults (Marques et al., 2011). Local demographic data indicates that 63% of
individuals who live in Memphis are Black, and 27% of Memphis residents live below the
poverty line (United States Census Bureau, 2015). These statistics support the need for culturally
responsive interventions that consider how individuals’ race, class, and other cultural factors may
impact response to interventions. Accordingly, adaptations were made to the intervention
materials to account for such cultural components as race, ethnicity, socioeconomic status (SES),
and age (detailed below).
Use of Affect Regulation Model. Application of a DBT based approach to address
emotional overeating among racial and ethnic minorities was itself conceptualized as a
culturally-responsive adaptation. Specifically, the affect regulation model is a more appropriate
theory to explain emotional overeating behaviors in this target population, compared to theories
such as the restraint model of binge eating (Brooks, 2016; Taylor et al., 2007). The structure for
the proposed intervention was based on an individualized, pilot DBT based skills intervention
conducted by Dr. Thomaseo Burton at Boston Children’s Hospital. This intervention was an
individual, skills-based treatment for adolescents with BED. With permission from Dr. Burton
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(study collaborator on this project), the present intervention was adapted in a number of ways,
detailed below.
Group Format. The intervention was reformatted as a group intervention, as adolescents
from racial/ethnic minority groups may be more comfortable in the context of peers, rather than a
one-on-one intervention (Chen, Kakkad, & Balzano, 2008; Morales & Norcross, 2010; StarkRose, Livingston-Sacin, Merchant, & Finley, 2012). More specifically, participating in a skillsbased group is often perceived as less stigmatizing compared to seeking individual mental health
care (Corrigan, Druss, & Perlick, 2014).
Condensing Sessions and Meeting Times. The intervention was condensed from the 24week DBT-A curriculum to 10 weeks and flexible meeting times were offered (e.g., week day
evenings, weekend morning). This is consistent with other condensed DBT skills intervention
used with adolescents (e.g., 9 sessions used by Zapolski & Smith, 2016), and was more
accessible to families with demanding and less flexible work schedules (Erb et al., 2013),
consistent with families of lower SES.
Family Involvement. Family involvement was included in the first and final sessions and
weekly via homework, as family involvement is an important component of skill generalization
in adolescent treatment for BED (Safer et al., 2007, Safer et al., 2009), and given the high value
placed on family involvement among many minority groups (Council of National Psychological
Associations for the Advancement of Ethnic Minority Interests, 2003; Ho, Rasheed, & Rasheed,
2004).
Introduction of Skills. Traditionally in DBT-A, the mindfulness module is first
introduced within the skills curriculum (Miller et al., 2006). Given the condensed nature of the
intervention, distress tolerance skills were presented first (prior to mindfulness) so that in-the-
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moment crisis skills, which could be used immediately to resist emotional overeating urges, were
provided early to ensure buy-in and reduce high dropout (Skelton & Beech, 2011).
Session Activities. The use of developmentally tailored and engaging mindfulness and
experiential activities were utilized to reinforce use of new skills in session and at home
(Friedberg, McClure, & Garcia, 2009). Such activities were developed to be responsive to the
experiences of participants (i.e., realistic vignettes and scenarios for role-plays; creating
inexpensive self-soothing kits for participants to use at home). Other peripheral adaptation
strategies included the use of culturally-representative visual stimuli in PowerPoint presentations
used to teach skill lessons to make this portion of sessions more engaging for adolescents
(Barrera et al., 2013) and the incorporation a commitment contract to reinforce a sense of
collaboration and autonomy with adolescents (Miller et al., 2016).
Session 1. Session 1 was an individual orientation and assessment session that lasted
approximately two hours to account for consent/assent procedures and completion of baseline
assessments. Participants attended this orientation and assessment session with their caregiver.
Prior to completion of their baseline assessments, the consent/assent form was reviewed with
participants, and the limits to confidentiality were addressed. Limits to confidentiality included
endorsement of any suicidal ideation or self-harm behaviors, intent to harm others, or reports of
child abuse. Items in the assessment measures related to suicidal ideation and non-suicidal selfinjury were reviewed by study personnel during this first session. Participants who endorsed
suicidal ideation or non-suicidal self-injury were provided with referrals for psychological
services (see Appendix E), and for those 17 years of age or younger, their parents were informed.
Youth and caregivers were given a brief overview of the group schedule and structure of the
intervention. After completing the overview, commitment strategies (Linehan, 1993a) were used
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to engage participants and get their commitment to treatment. Included was the identification of
goals (e.g., increasing mindful eating and decreasing emotional overeating), and the
implementation of an Emotional Overeating Intervention contract (see Appendix F). The contract
outlined rules and expectations of the group, and was signed by the youth, caregiver, and study
personnel. Research personnel obtained height and weight from each adolescent participant.
Sessions 2-9. The subsequent Emotional Overeating Intervention sessions were groupbased. Group sessions 2-9 lasted one hour each and focused on acquisition of DBT skills; these
sessions did not include caregiver participation. After review of the prior week’s homework
assignment and diary card, each group began with a mindfulness activity, followed by a DBT
skills lesson utilizing a Power Point presentation and experiential activities to promote skill
acquisition. At the end of each group, participants were given the homework assignment for the
week, and instructed to complete their diary card to monitor their behaviors, emotions, and urges
over the week (see Appendix G for weekly homework assignment and diary card).
Group sessions 2 and 3 focused on DBT skills associated with Distress Tolerance. This
module focused on participants learning skills to manage difficult situations, without making it
worse. The skill of focus in session 2 was self-soothing, which entailed participants learning
effective ways to distract themselves and soothe their negative emotions using each of their
bodily senses. The skill of focus in session 3 was radical acceptance, which focused on learning
to accept the reality of their circumstances, as a means of decreasing their suffering. Acquisition
of this skill empowers individuals to problem solve the realities of their life, rather than focusing
on how they wish the circumstances would be.
Group sessions 4 and 5 focused on DBT skills associated with Mindfulness. This module
focused on participants learning to attend more carefully to their eating practices without
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judgment. The focus of session 4 was on the “What” (Observe, Describe, Participate) and “How”
(Non-judgmentally, One-mindfully, and Effectively) skills of Mindfulness. Session 5 built off of
the mindfulness skills taught in session 4, and focused on the skill of mindful eating practices.
Using the “What” and “How” skills taught in session 4, participants practiced applying these
skills to their eating practices.
Group session 6 incorporated mindfulness and distress tolerance skills, as it focused on
acquiring information on the states of mind (emotion mind, rational mind, wise mind). This
session centered on the skill of ‘Distracting with Wise Mind ACCEPTS’. This is typically taught
as a distress tolerance skill in DBT (Rathus & Miller, 2014); however, given that it incorporates
aspects of mindfulness, it was determined to be more appropriate to incorporate after teaching
mindfulness to participants. This skill focused on participants learning to recognize when they
are in an emotion mind state and their actions are being dictated by their emotions. It centered on
equipping them with effective distraction techniques (distract with ACCEPTS: Activities,
Contributing, Comparisons, opposite Emotions, Pushing away, other Thoughts, other Sensations)
to help resist urges to act when in emotionally driven states.
Group sessions 7 and 8 focused on DBT skills associated with Emotion Regulation. This
module focused on participants learning skills to effectively manage negative emotions while
also building positive emotional experiences. The skill of focus for session 7 was ‘Riding the
Wave’. The wave skill focused on participants learning to mindfully notice when they are in a
heightened emotional state, and accepting that as with a wave in the ocean, the emotional wave
eventually crashes and diminishes. This skill focused on them effectively tolerating and ‘riding
out’ the emotion until it crashes. The skill of focus in for session 8 was ‘Opposite Action’. This
session focused on equipping participants with the skill to act the opposite of their ineffective
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actions urges, and further to change their emotions by acting opposite the dysregulated emotion
currently being experienced.
Finally, group session 9 focused on Interpersonal Effectiveness, and emphasized how to
manage interpersonal conflict, particularly with caregivers, as means of reducing negative
emotional experiences. The DEARMAN (Describe, Express, Assert, Reinforce, stay Mindful,
Appear confident, Negotiate/accept No), GIVE (be Gentle, act Interested, Validate, use an Easy
manner), and FAST (be Fair, no Apologies, Stick to values, be Truthful) skills were taught this
session, and focused on equipping participants with skills to effectively get what they want from
their caregivers and others, build and maintain relationships, and maintain their self-respect (see
Table 1 for outline of weekly group structure).
Session 10. Group session 10 served as a wrap-up and review. Caregivers were invited to
attend, and youth invited to review skills learned over the course of the intervention, plan for
generalization of skills into daily life, and celebrate participants’ progress. This session included
a group celebratory meal, in which mindful eating skills were practiced, and adolescent
participants explained skills and their utility to caregivers. In addition, caregivers participated in
the discussion by sharing examples of effective skill use they noticed by their teen since
beginning the intervention. This final session was 2.5 hr in length, and included post intervention
assessments. Participants completed acceptability questionnaires (see Appendix H) and a brief
individual exit interview (see Appendix I) was administered and audio recorded.
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Teen

Teen

Teen

2

3

4

1 hour Mindfulness

1 hour Distress Tolerance

1 hour Distress Tolerance

Session Attended By Length
Module
1
Teen &
2 hours Orientation
Caregiver

•

•

•

30

What and How
Skills

Radical
Acceptance

Self-Soothing

•

•
•
•
•
•

•
•

•
•
•

•
•

•
•
•
•
•

Specific Skills Taught
N/A
•
•
•

Overview of Intervention Session Content and Structure

Table 1

Activities
Informed Consent (10 min)
Assessment Battery (1 hour)
Overview of DBT/Psychosocial Model/Links to
Emotional Overeating (15 min)
Rules of Group/Group Structure (10 min)
Introduce diary cards (10 min)
Behavioral Contract (10 min)
Height/Weight measurements collected (5 min)
Mindfulness Activity/Icebreaker-Name Story (10
min)
Lesson Overview (30 min)
Experiential Activity-Create Self-Soothing Kits (15
min)
Assign Homework/Closure (5 min)
Review Homework & Diary Cards (10 min)
Mindfulness Activity-Losing Favorite Candy (5
min)
Lesson Overview (30 min)
Experiential Activity -Radical Acceptance
Scenarios (10 min)
Assign Homework/Closure (5 min)
Review Homework & Diary Cards (10 min)
Mindfulness Activity-Last Orange on Earth (5 min)
Lesson Overview (30 min)
Experiential Activity-Judgments in Magazines (10
min)
Assign Homework/Closure (5 min)
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Teen

Teen

7

8

1 hour Emotion Regulation •

1 hour Emotion Regulation •
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Opposite Action

Riding the Wave!

•

•
•

•
•
•

•
•
•
•
•

Overview of Intervention Session Content and Structure
Session Attended By Length
Module
Specific Skills Taught
5
Teen
1 hour Mindfulness
• Mindful Eating
•
•
•
•
•
6
Teen
1 hour Mindfulness/Distress • States of Mind
•
Tolerance
• Wise Mind
•
ACCEPTS
•
•

Table 1 (Continued)
Activities
Review Homework & Diary Cards (10 min)
Mindfulness Activity-Piece of Chocolate (5 min)
Lesson Overview (30 min)
Experiential Activity-Exploring Foods (10 min)
Assign Homework/Closure (5 min)
Review Homework & Diary Cards (10 min)
Mindfulness Activity-Creating a Storm (5 min)
Lesson Overview (30 min)
Experiential Activity-Brainstorming Pleasant
Activities (10 min)
Assign Homework/Closure (5 min)
Review Homework & Diary Cards (10 min)
Mindfulness Activity-Emotional Charades (5 min)
Lesson Overview (30 min)
Experiential Activity-Surfing Videos; Group
Member Self-Disclosure (10 min)
Assign Homework/Closure (5 min)
Review Homework & Diary Cards (10 min)
Mindfulness Activity-Simon Says Opposites (5
min)
Lesson Overview (30 min)
Experiential Activity-Opposite Action Vignettes (10
min)
Assign Homework/Closure (5 min)

10

Teen &
Caregiver

2.5 Wrap-Up/Debrief
hours

N/A
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•
•

•
•

•
•

Overview of Intervention Session Content and Structure
Session Attended By Length
Module
Specific Skills Taught
9
Teen
1 hour Interpersonal
• DEARMAN
•
Effectiveness
• GIVE
•
• FAST
•
•

Table 1 (Continued)
Activities
Review Homework & Diary Cards (10 min)
Mindfulness Activity-Group Counting (5 min)
Lesson Overview (30 min)
Experiential Activity-Use DEARMAN skill to
request treat from facilitator (10 min)
Assign Homework/Closure (5 min)
Mindfulness Activity with Family-Life with the
Wright Family (5 min)
Review Homework & Diary Cards (10 min)
Experiential Activity-Group Meal practicing
Mindful Eating Practices/Overview and Debrief of
Groups (50 min)
Assessment Battery (1 hour)
Exit Interview and Follow-up Contact Form (25
min)

Participant Compensation. Participants were compensated for completing baseline and
post-intervention assessments. Participants earned a $10 Wal-Mart gift card for completing
baseline, post intervention, and 3-month follow up assessments. At each session, participants had
the opportunity to earn a $5 Wal-Mart gift card for attending group and attempting to complete
their homework and diary card over the course of the week. Participants who attended at least six
of the eight group intervention sessions were entered into a raffle for a $150 Visa gift card in the
final session. Participants who met criteria for the raffle and whose names were not drawn
received an age appropriate mindfulness prize (e.g., adult coloring book and colored pencils).
Participants who missed more than two sessions were asked to discontinue the group, and invited
to participate in future group intervention cycles.
Group Facilitator Fidelity. Group facilitators and co-facilitators were comprised of the
members of the Behavioral Health team in the Healthy Lifestyle Clinic at LBCH, and clinical
psychology doctoral students in the CHANGE lab at the University of Memphis. The month
prior to beginning the emotional overeating intervention, group facilitators and research
assistants were thoroughly trained on DBT principles and the study procedures to ensure fidelity.
All research personnel involved in groups obtained proper credentialing from Methodist
Healthcare and LBCH to have contact with patients.
Research personnel were provided with a copy of the intervention manual created by the
author. Included in the manual were instructions on the following: obtaining initial consent,
providing an overview of the intervention to participants, reviewing group rules, introducing
diary cards, presenting the intervention contract, administering both adolescent and caregiver
questionnaires, teaching general mindfulness activities, checking diary cards, checking
homework, assigning diary cards, assigning homework, conducting closure of each group
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session, taking attendance, conducting the exit interview, and obtaining follow-up consent.
Specific outlines and scripts for each group session on mindfulness activities (identified in Table
1), lesson plans, and experiential activities (identified in Table 1) were included in the manual.
As part of training, all research personnel had access to study materials and lesson Power Point
slides to be reviewed prior to group facilitation. Mock group sessions were also completed with
facilitators during training. After each group session, facilitators and co-facilitators completed a
fidelity checklist (see Appendix J) to ensure consistency. Support was made available for group
facilitators throughout the intervention as needed, mirroring the philosophy of a DBT consult
team.
Institutional Review Board Approval
The present study received Institutional Review Board (IRB) approval from the
University of Tennessee Health Science Center (UTHSC) on April 6, 2016 (renewal: March 24,
2017), under Co-Principal Investigators, Dr. Burton and Dr. Thurston,!both of whom have
faculty status at UTHSC. UTHSC is the academic institution affiliated with LBCH. Dr. Burton’s
primary faculty position is at UTHSC. Dr. Thurston has an adjunct faculty position at UTHSC,
with primary faculty appointment at the University of Memphis (UofM). As a non-faculty
affiliate of UTHSC, Ms. Kamody was identified as a co-investigator for the UTHSC approval
process. This project was a collaborative effort between Dr. Burton, Dr. Thurston, and Ms.
Kamody. Ms. Kamody was identified as the lead investigator for the purpose of the UofM
approval process. Approval from the UofM IRB was received April 8, 2016 (renewal: March 31,
2017).
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Measures (see Appendices C and D for adolescent and caregiver measures, respectively)
Demographics/Ethnic Identity.
Demographics. Sociodemographic questions pertaining to participants’ age, gender, race,
ethnicity, family environment, socioeconomic status, and school/work were collected.
Demographic breakdown for the Intervention Completers (N =15) and Non-Completers (N =15)
groups is provided in Table 2.
Multigroup Ethnic Identity Measure-Revised (MEIM-R). The MEIM-R is a 6-item selfreport measure of one’s ethnic identity. The measure is a revised version of the original 23-item
MEIM (Phinney, 1992). Participants identified the racial or ethnic groups they consider
themselves to be through an open-ended question (“In terms of ethnic group(s), I consider myself
to be:”), and responded to statements related to their exploration and commitment of this
identified identity on a 5-point Likert scale (1 = strongly disagree, 5 = strongly agree). Higher
scores are indicative of a stronger sense of one’s ethnic identity. The MEIM-R has been found to
have good internal consistency (

= 0.81), and the two-factor model (exploration and

commitment factors) has been found to have an excellent model fit (Phinney & Ong, 2007). In
the present study the MEIM-R was found to have adequate internal consistency (

= 0.71).

Eating Behaviors.
Emotional Eating Scale for Children and Adolescents (EES-C). The EES-C is a 26item, self-report measure of emotional eating behaviors, comprised of three subscales: eating in
response to anxiety, anger, and frustration (EES-C-AAF); eating in response to depressive
symptoms (EES-C-DEP); eating in response to feeling unsettled (EES-C-UNS). Each of the three
subscales of the EES-C have evidenced good to excellent internal consistency (EES-C-AAF
0.95; EES-C-DEP

= 0.92; EES-C-UNS

= 0.83).
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=

15.4 (1.3)
4 (26.7%)
5 (33.3%)
4 (26.7%)
0 (0.0%)
2 (13.3%)
4 (26.7%)
11 (73.3%)
4 (26.7%)
11 (73.3%)
0 (0.0%)

Age
14
15
16
17
18

Sex
Male
Female

Gender
Boy
Girl
Not Sure

36

15 (100.0%)
0 (0.0%)
0 (0.0%)

42.4 (11.7)

Body Mass Index

Race
African American/Black
Native Hawaiian/Pacific Islander
Multiracial
!
!
!

11 (73.3%)
3 (20.0%)
1 (6.7%)

Intervention Completers (N = 15)

Recruitment Clinic
Healthy Lifestyle Clinic
Endocrine
Other

Demographics of Sample
Demographic Characteristic

Table 2

13 (86.7%)
1 (6.7%)
1 (6.7%)

5 (33.3%)
9 (60.0%)
1 (6.7%)

5 (33.3%)
10 (66.7%)

15.4 (1.3)
6 (40.0%)
1 (6.7%)
4 (26.7%)
4 (26.7%)
0 (0.0%)

37.9 (7.8)

12 (80.0%)
3 (20.0%)
0 (0.0%)

Non-Completers (N = 15)*

4 (26.7%)
4 (26.7%)
5 (33.3%)
0 (0.0%)
2 (13.3%)
2 (13.3%)
5 (33.3%)
1 (6.7%)
3 (20.0%)
1 (6.7%)
0 (0.0%)
0 (0.0%)
3 (20.0%)
1 (6.7%)
0 (0.0%)
1 (6.7%)
2 (13.3%)
1 (6.7%)
4 (26.7%)
4 (26.7%)
1 (6.7%)
1 (6.7%)

Highest Level of Education Completed
8th grade
9th grade
10th grade
11th grade
Completed High School

Religion
None
Baptist
Methodist
Nondenominational
Pentecostal
Catholic
7th Day Adventist
Other

Caregiver Annual Income*
<$5,000
$10,001-$15,000
$15,001-$20,000
$20,001-$30,000
$30,001-$40,000
$40,001-$50,000
$50,001-$70,000
$70,001-$100,000
>$100,000
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1 (6.7%)
14 (93.3%)

0 (0.0%)
15 (100.0%)

3 (21.4%)
1 (7.1%)
2 (14.3%)
2 (14.3%)
1 (7.1%)
1 (7.1%)
0 (0.0%)
2 (14.3%)
2 (14.3%)

1 (6.7%)
7 (46.7%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
2 (13.3%)
1 (6.7%)
4 (26.7%)

2 (13.3%)
3 (20.0%)
3 (20.0%)
5 (33.3%)
2 (13.3%)

Non-Completers (N = 15)*

Intervention Completers (N = 15)

Demographics of Sample
Demographic Characteristic
Ethnicity
Hispanic/Latino(a)
Non-Hispanic/Latino(a)

Table 2 (Continued)

Caregiver Education
Did Not Finish High School
High School Diploma (or equivalent)
Some College/Vocational School
College Degree (Bachelor’s)
Graduate School or Professional Degree
!
!
!
!
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0 (0.0%)
2 (13.3%)
9 (60.0%)
4 (26.7%)
0 (0.0%)

14 (93.3%)
0 (0.0%)
1 (6.7%)
0 (0.0%)

Caregiver Completing Measures*
Biological Mother
Biological Father
Aunt
Foster Mother

2 (14.3%)
3 (21.4%)
3 (21.4%)
3 (21.4%)
3 (21.4%)

12 (85.7%)
1 (7.1%)
0 (0.0%)
1 (7.1%)

7 (50.0%)
7 (50.0%)

1 (6.7%)

0 (0%)

6 (40.0%)
9 (60.0%)

7 (50.0%)
6 (42.9%)

7 (50.0%)
7 (50.0%)

6 (40.0%)
9 (60.0%)
11 (73.3%)
4 (26.7%)

Non-Completers (N = 15)*

Intervention Completers (N = 15)

Single Parent Caregiver*
Yes
No

Home Environment*
Only Biological Mother Lives in the Home
Both Biological Mother and Father Live in
the Home
Neither Biological Mother or Father Live in
the Home

Demographics of Sample
Demographic Characteristic
Public Assistance Received*
Yes
No

Table 2 (Continued)

2 (14.3%)
0 (0.0%)
2 (14.3%)
8 (57.1%)
2 (14.3%)

1 (6.7%)
2 (13.3%)
1 (6.7%)
11 (73.3%)
0 (0.0%)
7 (46.7%)
8 (53.3%)
0 (0.0%)
0 (0.0%)
2.60 (0.83)
1.73 (1.03)

Caregiver Report of Socioeconomic Status
‘We live comfortably’
‘We live from paycheck to paycheck’
‘We don’t have a steady income’
‘We have no current income’

Adults Living in Home

Children Living in Home
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*Note. 15 participants completed baseline assessments and did not complete intervention. Caregiver did not complete measures for
one participant in this group; caregiver report measure for no intervention group n = 14.

2.21 (0.80)

2.43 (1.09)

9 (64.3%)
3 (21.4%)
1 (7.1%)
1 (7.1%)

Non-Completers (N = 15)*

Intervention Completers (N = 15)

Demographics of Sample
Demographic Characteristic
Caregiver Employment
Not Employed, Looking for Work
Not Employed, Not Looking for Work
Employed, Part Time
Employed, Full Time
Disabled, Unable to Work

Table 2 (Continued)

Participants were presented with 26 different emotions, and identified how strong their
desire to eat is when feeling that emotion (using one of five response options ranging from I have
no desire to eat to I have a very strong desire to eat). Participants then reported frequency by
indicating how many days per week they eat because of feeling that emotion. Higher scores are
indicative of greater engagement in emotional eating behaviors. The EES-C has evidenced
convergent validity when compared to loss of control eating, and test-retest reliability (EES-CAAF r = 0.59; EES-C-DEP r = 0.74; EES-C-UNS r = 0.66; all p’s < 0.001; Tanofsky-Kraff et
al., 2007). In the present study, the EES-C total score (
0.96), and EES-C-DEP subscale (

= 0.96), EES-C-AAF subscale (

=

= 0.91) were all found to have excellent internal

consistency, whereas the EES-C-UNS was found to have adequate internal consistency (

=

0.70). A parent version of the EES-C was adapted to gather parent report for adolescents’
emotional eating behaviors. Internal consistency of the EES-C Caregiver report in the current
sample was found to range from adequate to excellent (EES-C Caregiver total
AAF Caregiver

= 0.94), and EES-C-DEP Caregiver

= 0.96; EES-C-

= 0.94; EES-C-UNS Caregiver

=

0.77).
Eating Disorder Examination Questionnaire (EDE-Q). The 28 self-report items of the
EDE-Q were used to assess features of eating disorder behaviors over the last 28 days. The EDEQ is a widely used measure, and is comprised of four subscales: dietary restraint, eating
concern, weight concern, and shape concern (Fairburn & Beglin, 1994), with higher scores
indicative of greater disordered eating. In addition, the EDE-Q provides frequency data on eating
disorder related behaviors, including number of objective binge episodes. The measure has
demonstrated excellent internal consistency (α = 0.90; Peterson et al., 2007), and criterion
validity (Mond, Hay, Rodgers, Owen, & Beumont, 2004). Additional items from the original
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Eating Disorder Examination (Fairburn, Wilson, & Schleimer, 1993) clinical interview were
added, including items assessing rapid eating, eating to the point of being uncomfortably full,
eating when not physically hungry, eating alone out of embarrassment, feeling disgusted or
depressed after eating, and feeling distressed after eating. The EDE-Q was found to have good
internal consistency (

= 0.83) in the present sample. A parent version of the EDE-Q was

adapted to gather parents report for participants’ binge-related behaviors, and found to have good
internal consistency in the present sample (

= 0.89).

Binge Eating Scale (BES). The BES (Gormally, Black, Daston, & Rardin, 1982) is a 16!
item

self-report measure used to assess binge eating related behaviors, along with cognitions and

emotions associated with the binge related behavior. Each item of the BES has three to four
statements about eating behaviors, and participants chose the statement that best described how
they felt. Statements for each item have weighted scoring (ranging from 0 to 3) based on the
severity of the binge-related symptomatology. Higher scores are indicative of more binge related
behaviors: ≤ 17 minimal bingeing, 18-26 moderate bingeing, ≥ 27 severe bingeing (Robert et al.,
2013). The BES has demonstrated good internal consistency in previous research (
Gormally et al., 1982), and excellent internal consistency in the present sample (

= 0.81;
= 0.92).

Psychological Functioning.
Achenbach System of Empirically Based Assessment (ASEBA). To assess overall
functioning, the ASEBA was used. The ASEBA is an evidence-based assessment system that
examines emotional, behavioral, and social concerns for a variety of age ranges (Achenbach,
2009). The Child Behavior Checklist (CBCL; 113 items; caregiver report) and Youth SelfReport (YSR; 112 items; child report) assess concerns in youth aged 6-18 and 11-18,
respectively. On both the CBCL and YSR, items are presented that describe children and
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adolescents. Youth and caregivers were asked to identify if the item is Not True, Somewhat or
Sometimes True, or Very True or Often True. Empirically based syndrome scales of the CBCL
and YSR include: anxious/depressed, withdrawn/depressed, somatic complaints, social
problems, thought problems, attention problems, rule-breaking behavior, and aggressive
behavior. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) oriented
scales include: depressive problems, anxiety problems, somatic problems, attention
deficit/hyperactivity problems, oppositional defiant problems, and conduct problems. The
empirically-derived scales have been found to have internal consistencies ranging from
acceptable to excellent (CBCL

range = 0.78 – 0.97; YSR

range = 0.71 – 0.95) and both

criterion-related and construct validity have been supported (Achenbach, 2009). CBCLs and
YSRs were scored on designated computer scoring software; as such, Cronbach’s alpha could
not to be calculated for the present sample. Items 18 (‘I deliberately try to hurt or kill myself’)
and 91 (‘I think about killing myself’) of the YSR were used to assess for suicidal ideation and
non-suicidal self-harm. Copies of all outcome measures can be found in the appendices,
excluding the CBCL and YSR; due to copyright, these materials cannot be duplicated.
Self Perception Profile for Adolescents. The Self Perception Profiles for Adolescents has
a total of 45 items, and is comprised of nine domains of self-perception and self-esteem (Harter,
2012). The present study utilized three of the nine domains, Global Self-Worth, Physical
Appearance, and Social Competence, for a total of 15 items. For each item, participants were
presented with two descriptive statements, and asked to identify which of the two statements was
most like them. Participants were then asked to identify if the statement is Really True for Me or
Sort of True for Me. Responses are weighted on a one to four scale for scoring, with higher
scores indicative of greater perceived competence in that domain. Internal consistency of these
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three domains have been found to range from acceptable to excellent (Global Self-Worth
range = 0.80 – 0.89; Physical Appearance

range = 0.77 – 0.90; Social Competence

range =

0.80 – 0.89) and the measure has evidenced both convergent and construct validity (Harter,
2012). In the present sample, internal consistency was found to range from adequate to good for
the three scales (Global Self-Worth
Competence

= 0.87; Physical Appearance

= 0.85; Social

= 0.78).

Multidimensional Health Locus of Control Scale (MHLC), Form A. The MHLC
(Wallston, Wallston, & DeVellis, 1978) was used to assess participants’ belief of what influences
their health. The MHLC is comprised of 18 items, and three subscales: internal belief, chance
belief, and powerful others belief. Participants were presented with statements regarding their
beliefs about their health, and rated items using a 6-point Likert type scale (1 = Strongly
Disagree; 6 = Strongly Agree). Higher scores on each of the subscales are indicative of stronger
belief of that source controlling one’s health outcomes (i.e., internal, chance, others). The MHLC
has been found to validly assess individuals’ health locus of control behaviors (Wallston, 2005),
and has good internal consistency (

range = 0.83 – 0.85; Furnham & Steele, 1993). The

MHLC subscales were found to have adequate internal consistency (MHLC Internal
MHLC Others

= 0.70; MHLC Chance

= 0.77;

= 0.71) in the present sample.

Skill Acquisition.
Child and Adolescent Mindfulness Measure (CAMM). The CAMM is a 10-item selfreport measure used to assess mindfulness skills in adolescents and children. Participants used a
5-point Likert Scale (0 = Never True through 4 = Always True) to identify how true each
statement is for them. Items are reversed scored, with higher scores on the CAMM indicative of
greater mindfulness. The CAMM has been found to have good internal consistency for a single
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factor structure model (

= 0.80), and to be developmentally appropriate for use with children

and adolescents (Greco, Baer, & Smith, 2011). In the present sample the CAMM was found to
have good internal consistency (

= 0.85).

Distress Tolerance Scale (DTS). The DTS is a 15 item self-report measure assessing
emotional distress tolerance, or the ability to experience and tolerate negative emotions.
Participants were presented with statements regarding feelings of distress, and used a 5-point
Likert Scale (5 = Strongly Disagree through 1 = Strongly Agree). Higher scores are indicative of
greater distress tolerance. The DTS has demonstrated good internal consistency (

= 0.89) and

convergent, discriminant, and criterion validity (Simons & Gaher, 2005). In addition, the DTS
has demonstrated a higher order factor structure, with a single higher order factor of distress
tolerance, comprised of four first-order factor subscales: Tolerance, Appraisal, Absorption,
Regulation. In the present sample the DTS demonstrated good internal consistency (

= 0.83).

Emotion Regulation Questionnaire for Children and Adolescents (ERQ-CA). The
ERQ-CA is a 10-item measure of both cognitive reappraisal and expressive suppression emotion
regulation strategies. Participants were presented with items related to emotion regulation
strategies, and rated on a 5 point Likert Scale how much they agreed with each item (1 =
Strongly Disagree through 5 = Strongly Agree). The original Emotion Regulation Questionnaire
(ERQ; Gross & John, 2003) was adapted to be developmentally appropriate for children and
adolescents ages 10-18. It has been found to have sound internal consistency (cognitive
reappraisal

range = 0.82 – 0.86; expressive suppression

range = 0.69 – 0.79), and

evidenced construct and convergent validity (Gullone & Taffe, 2012). Higher scores on each
subscale represent greater use of that emotion regulation strategy (i.e., cognitive reappraisal and
expressive suppression). In the present sample, internal consistency ranged from adequate to
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good (ERQ-CA Total
Expressive Suppression

= 0.80; ERQ-CA Cognitive Reappraisal

= 0.82; ERQ-CA

= 0.72).

Parent-Adolescent Communication Scale (PACS). To assess for effectiveness in
interpersonal interactions with parents, the PACS was used. The PACS consists of 20 items and
two subscales assessing openness and problems in family communication (Olson, 1985).
Participants were presented with items related to interpersonal interactions with their parents,
and asked to rate on a 5-point Likert scale how strongly they agreed with each statement (1 =
Strongly Disagree through 5 = Strongly Agree). Items on the Problems in Family
Communication subscale are reversed scored. Thus, higher scores on the overall PACS are
indicative of greater communication effectiveness between the parent and child. The PACS has
evidenced adequate internal consistency (

range = 0.78 – 0.90; Houck, Rodrigue, & Lobato,

2007), and good internal consistency in the present sample (

= 0.85).

Acceptability Measures.
Acceptability Questionnaires. Participants completed brief questionnaires created by the
author based on previous research (Bernal, 2006; Bowen et al., 2009; Castro et al., 2004),
assessing acceptability of the study generally, as well as acceptability of cultural adaptations of
the intervention. Individual items included Yes, No, and Don’t Know responses, along with openended responses for participants to describe what they liked or did not like about the
intervention. In addition, participants completed the DBT Skill Rating Scale (DBT-SRS),
developed by study personnel, to assess acceptability of various components of the intervention.
Participants rated helpfulness of these various components on a 5 point Likert type scale (Not at
all Helpful, Slightly Helpful, Somewhat Helpful, Very Helpful, Extremely Helpful).
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Exit Interviews. Exit interviews lasting approximately 15 min were utilized at the end of
the study to assess for acceptability and feasibility of the intervention (see Appendix J).
Specifically, the exit interview focused on general impressions of the intervention, group
facilitators, content of sessions, the structure of the intervention, and the cultural adaptations.
Follow-up contact information were completed with exit interviews (see Appendix L).
Feasibility Measures.
Diary Card, Weekly Homework Assignments, and Group Attendance. Participants’
engagement was assessed by their attendance at group sessions (see Appendix K), completion of
homework assignments each week, and completion of their weekly diary card. Attendance and
completion of homework and diary cards was documented at each session. To promote
compliance with homework and diary card completion, participants were instructed to take
photos of completed homework and diary cards on their cellular phones to show to group
facilitators at meetings, should they have forgotten to bring completed sheets to group.
Diary cards were completed by participants to monitor urges for problems behaviors
(e.g., emotional overeating, binge eating), emotions experienced, and skills used. A progressive
diary card was used, in which skills were added to the card, each week as they were taught (diary
card in Appendix G demonstrates completed list of skills at week 9). Diary cards are a staple of
DBT treatments in adolescents used to monitor symptom change each week (Miller et al., 2006),
and have been used in early DBT adapted work for binge eating behavior in adolescents (Fischer
& Peterson, 2015). Weekly homework assignments required that participants practice the skill
taught in-group each week at home, and teach the skill to another family member to promote
generalization of skills.
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Fidelity Checklists. Group facilitators and co-facilitators completed fidelity checklists
each session, to ensure consistency for each group (see appendix K).
Analytic Plan
As a feasibility pilot trial, the initial goal N was 40 dispersed among five identically
structured groups. The possible clustering of effects due to individual group and facilitator
differences across the five groups was considered. Due to the study design of an uncontrolled
pilot trial, the small sample size, and objectives of the present study (i.e., establishing
acceptability, feasibility, and preliminary efficacy compared to hypothesis testing to establish
definitive efficacy), statistical analyses of this possible clustering through nesting of factors was
not deemed an appropriate statistical approach (Roberts & Roberts, 2005; Rounsaville et al.,
2001). Rather, the utilization of effect sizes (0.10-0.29 small; 0.30-0.49 medium; ≥ 0.50 large;
Cohen, 1988) to compare changes in frequencies and descriptives for the full sample was instead
used to establish preliminary efficacy, an approach utilized in early work establishing
preliminary efficacy of an uncontrolled pilot trial of DBT for BED in adults (Telch et al., 2000).
As treatment evaluation occurred in a naturalistic and pragmatic trial setting (Patsopoulos, 2011;
Roland & Torgerson, 1998), comparison of means, standard deviations, and effect sizes were
calculated despite not obtaining this goal N. This was sufficient for pilot feasibility and
acceptability testing, as Pilot, Phase I, and Phase II trials typically have smaller sample sizes than
Phase III efficacy studies (Bowen et al., 2009).
Preliminary Efficacy. As an uncontrolled trial, preliminary efficacy was assessed by
comparing changes from pre-treatment, post-treatment, and 3-month follow up using frequency
and descriptive statistics. Specifically, means, standard deviations (SD), and effect sizes (using
Cohen’s d; Cohen, 1988) were calculated to compare changes pre-treatment to post-treatment
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and pre-treatment to 3-month follow-up. Descriptive statistics were calculated and compared for
the following variables: EES-C total score and subscales, EDE-Q total score and subscales, binge
episodes per month (calculated using EDE-Q), BES total score, syndrome scales of the YSR,
DSM oriented scales of the YSR, Harter Self-Perception scales, MHLC scales, CAMM total
score, DTS total score and subscales, ERQ-CA total score and subscales, and PACS total score
and subscales. Means, SD’s, and effect sizes were also calculated for the following caregiver
reports: EES-C total score and subscales, EDE-Q total score and subscales, parent report of binge
episodes per month, syndrome scales of the CBCL, and DSM oriented scales of the CBCL.
Because of differences in the metrics used to indicate improvements by different measures of
preliminary efficacy (i.e., some measures showing improvement by decrease in scores others
showing improvement by increase in scores), absolute values were calculated for mean changes,
and mean changes and effect sizes presented with positive values indicative of improvement in
functioning, and negative values indicative of decline in functioning.
Number of participants endorsing the following dichotomous (yes/no) and categorical
variables were assessed at each of the three time points: meeting criteria for BED (assessed by
EDE-Q); individual criteria items of BED based on the DSM-5 (assessed by additional items
adapted from EDE), and meeting criteria for binge eating (assessed by BES severity levels).
In order to account for attrition for those participants who completed baseline and post
intervention assessments and were lost to follow up, a number of statistical approaches were
considered, including the Intent to Treat (ITT) approach of Last Observation Carried Forward
(LOCF) and Per Protocol (PP) analyses (Gupta, 2011). LOCF is an ITT approach frequently used
in psychological and medical research clinical trials that involve collection of follow up data. For
those individuals who are lost to attrition at follow up, values from their most recent assessment
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are used in place of the missing follow up assessment. In the case of EOI, for those participants
who did not complete their 3-month follow up, values from their post intervention assessment
would then be used. Though common practice, strong evidence indicates that this approach
should not be used due to specious statistical properties and bias of results using this approach
(Lachin, 2016). More appropriate and unbiased approaches to ITT designs may be those that
encourage all participants to complete follow up (Lachin, 2000); however, this is not always
possible due to various factors that may impact participants’ ability and willingness to complete
follow ups. Alternatives to the ITT approach have been recommended, such as the PP approach,
in which values are only included in analyses for those participants who did not break protocol
(including but limited to, the completion of all follow ups; Gupta, 2011). Problems arise in that
this approach can similarly result in biased findings in the exclusion of cases. Due to inherent
flaws in these various approaches related to unsubstantiated assumptions about the data (Lachin,
2016), for the sake of the present study an alternative approach was taken. Namely, the full
intervention sample (n = 15) was analyzed for baseline to post intervention changes. In addition,
per the PP approach, those who completed follow up (n =11) were included in a separate set of
comparisons for baseline to post intervention and baseline to follow up, in order to present as
accurate a representation of the preliminary efficacy of EOI as possible.
Acceptability and Feasibility. In order to assess the feasibility of the emotional
overeating intervention, frequencies were calculated for attendance at group sessions, weekly
homework completion, and weekly diary card completion. In order to assess acceptability of the
emotional overeating intervention, frequencies were calculated for responses to the intervention
acceptability questions and cultural adaptation acceptability questions. Descriptive values were
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calculated for the DBT-SRS. Responses to the exit interview were recorded and responses were
transcribed verbatim, and frequencies of responses calculated.
Results
Attrition and Retention
As noted in the Participants section, 50% of the 30 participants who completed baseline
assessments completed the intervention and were retained at post assessments, yielding a 50%
attrition rate. Of those 15 who completed post intervention assessments, 11 (73.3%) were
retained at 3-month follow up, yielding a 26.7% attrition rate. Of the four who were lost to
follow up, three did not respond to efforts made by study personnel to make contact to schedule a
follow up appointment. The fourth participant died in between the time of completing the
intervention and the 3-month follow up, due to medical complications unrelated to the present
study1.
Sample Characteristics
Full demographics characteristics for both the Intervention Completers (N =15) and NonCompleters (N =15) groups are provided in table 2. Among Intervention Completers, 73.3%
were recruited from the Healthy Lifestyle Clinic at LBCH, compared to 80% in the group who
completed baseline assessments only. Intervention Completers had a higher average BMI (MBMI
= 42.4; SD = 11.7) compared to Non-Completers (MBMI = 37.9; SD = 7.8); however, both groups
were around the same age (MAGE = 15.4; SD = 1.3). Among the Intervention Completers, 73.3%
self-reported as cisgender female and 26.7% as cisgender male, compared to Non-Completers,
among whom 60.0% self-reported as cisgender female, 33.3% as cisgender male, and 6.7% as
questioning their gender identity (biologically identified as female). For Intervention Completers,
########################################################
1

Research personnel were notified by the participant's mother when attempting to contact participant to schedule
follow-up. This was reported to both the UTHSC and UofM IRBs.
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100% identified as Non-Hispanic Black, compared to Non-Completers among whom 86.7%
identified as Black, 6.7% as Native Hawaiian/Pacific Islander, and 6.7% as Multiracial (included
Hispanic/Latino[a]).
In considering SES, differences were observed between the Intervention Completers and
Non-Completers based on a number of proxies used. Specifically, among Intervention
Completers, 26.7% of caregivers reported a family income of ≤ $30,000 per year, 40% reported
both received public assistance and being from a single parent home, and over half reported
living from paycheck to paycheck. Among Non-Completers, more than half of caregivers
reported a family income of ≤ $30,000 per year and 50% reported both received public assistance
and being from a single parent home, though a greater percentage of caregivers reported living
comfortably (compared to paycheck to paycheck) within this sample. In addition to these
variables of interest, additional variables pertaining to sociodemographic characteristics and
family environment were collected at assessments, all of which are presented in table 2 for both
Intervention Completers and Non-Completers. Though sample characteristics are presented for
the full sample for which baseline assessments were collected (N =30), all subsequent results are
presented only for Intervention Completers (N =15) and for the subsample that also completed 3month follow up (N =11).
Preliminary Efficacy
Aim 1. The first aim of the present study was to decrease disordered eating behaviors and
symptoms among participants from baseline to post intervention, and maintain gains at 3-month
follow up.

51

Frequency Variables.
Youth Self-Report. Changes were examined for both the full intervention sample (N = 15;
Intervention Completers) from baseline to post intervention, and again separately for the
subsample who also completed 3-month follow up (N = 11; Follow-Up Completers). Among all
Intervention Completers, the number of participants meeting BED criteria decreased by 20%
(baseline n = 6, 40.0%; post intervention n = 3, 20.0%). Among only Follow-Up Completers, the
number meeting BED criteria decreased by 27.3% from baseline (n = 4, 36.4%) to post
intervention (n = 1, 9.1%), which was maintained at follow up. Based on responses to the BES,
the number of participants meeting criteria for a severe level of bingeing decreased by 13.3%
(baseline n = 2, 13.3%; post intervention n = 0, 0.0%) among all Intervention Completers.
Comparatively, among only Follow-Up Completers, no participants met criteria for severe
bingeing at baseline; however, the number meeting criteria for moderate bingeing decreased by
9.1% from baseline (n = 2, 18.2%) to post intervention (n = 1, 9.1%), though this was not
maintained at follow up (n = 2, 18.2%). Additional changes in dichotomous and categorical
variables related to BED symptomatology, for both the full intervention sample and the
completed follow up subsample, can be found in table 3.
Caregiver Report. Similar to youth self-report, based on caregiver report the number of
participants engaging in behaviors meeting criteria for BED among all Intervention Completers
decreased by 20% (baseline n = 6, 40.0%; post intervention n = 3, 20.0%). Among Follow-Up
Completers, those meeting BED criteria decreased by 9.1% from baseline (n = 3, 27.3%) to post
intervention (n = 2, 18.2%), and another 9.1% from post intervention to 3-month follow up (n =
1, 9.1%).
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Preliminary Efficacy Based on Dichotomous and Categorical Adolescent Frequency Variables
All Intervention
Preliminary Efficacy-Frequencies
Completers (N = 15)
Post
Baseline
Intervention
BED Criteria (4 OBE per month without compensatory
behaviors)
6
3
Meet Criteria
(40.0%)
(20.0%)
9
12
Did Not Meet Criteria
(60.0%)
(80.0%)
Level of Bingeing
2
0
Severe
(13.3%)
(0.0%)
2
4
Moderate
(13.3%)
(26.7%)
11
11
Minimal
(73.3%)
(73.3%)
Have you eaten much more rapidly than normal?
5
4
Yes
(33.3%)
(26.7%)
10
11
No
(66.7%)
(73.3%)
Have you eaten until you have felt uncomfortably full?
9
5
Yes
(60.0%)
(33.3%)
6
10
No
(40.0%)
(66.7%)
!
!
!

Table 3

1
(9.1%)
10
(90.9%)
0
(0.0%)
1
(9.1%)
10
(90.9%)
2
(18.2%)
9
(81.8%)
2
(18.2%)
9
(81.8%)

4
(36.4%)
7
(63.6%)
0
(0.0%)
2
(18.2%)
9
(81.8%)
3
(27.3%)
8
(72.7%)
5
(45.5%)
6
(54.5%)

6
(54.55)
5
(45.5%)

3
(27.3%)
8
(72.7%)

0
(0.0%)
2
(18.2%)
9
(81.8%)

1
(9.1%)
10
(90.9%)

Follow-Up Completers
(N = 11)
Post
3-Month
Baseline
Intervention Follow Up
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Preliminary Efficacy Based on Dichotomous and Categorical Adolescent Frequency Variables
All Intervention
Preliminary Efficacy-Frequencies
Completers (N = 15)
Post
Baseline
Intervention
Have you eaten large amounts of food when you haven’t felt
physically hungry?
6
6
Yes
(40.0%)
(40.0%)
9
9
No
(60.0%)
(60.0%)
Have you eaten alone because you have felt embarrassed
about how much you were eating
2
1
Yes
(13.3%)
(6.7%)
13
14
No
(86.7%)
(93.3%)
Have you felt disgusted with yourself, depressed, or very
guilty?
4
3
Yes
(26.7%)
(20.0%)
11
12
No
(73.3%)
(80.0%)
Have you felt distressed or upset about your episodes of
eating?
4
4
Yes
(26.7%)
(26.7%)
11
11
No
(73.3%)
(73.3%)

Table 3 (Continued)

3
(27.3%)
8
(72.7%)
1
(9.1%)
10
(90.9%)
2
(18.2%)
9
(81.8%)
2
(18.2%)
9
(81.8%)

3
(27.3%)
8
(72.7%)
1
(9.1%)
10
(90.9%)
2
(18.2%)
9
(81.8%)
2
(18.2%)
9
(81.8%)

3
(27.3%)
8
(72.7%)

2
(18.2%)
9
(81.8%)

0
(0.0%)
11
(100.0%)

3
(27.3%)
8
(72.7%)

Follow-Up Completers
(N = 11)
Post
3-Month
Baseline
Intervention Follow Up

All changes in dichotomous and categorical variables assessing BED symptomatology, for both
the full intervention sample and the completed follow up subsample based on caregiver report
can be found in table 4.
Descriptive Variables.
Youth Self-Report. Based on youth self-report of the EDE-Q, objective binge episodes per
month were found to decrease by 1.54 from baseline to post intervention among all Intervention
Completers (Cohen’s d = 0.35; medium effect size). Among Follow-Up Completers, large effect
sizes were found. Specifically among this subsample, a decrease of 3.27 objective binge episodes
per month from baseline to post intervention was found (Cohen’s d = 0.94), which was partially
maintained at follow-up (baseline to follow up Δ = 3.00; Cohen’s d 0.84). On the EES-C, a small
effect was found among all Intervention Completers in the decrease in emotional eating
behaviors from baseline to post intervention (Cohen’s d = 0.18). Comparatively, among FollowUp Completers only, medium effect sizes were found in the decrease of the total score from
baseline to post intervention (Cohen’s d = 0.42) and baseline to follow up (Cohen’s d = 0.33).
Mean changes in subscales of both the EDE-Q and EES-C followed similar trends, with the
exception of the restraint subscale of the EDE-Q, for which scores were observed to increase
both among all Intervention Completers and among only Follow-Up Completers (detailed more
extensively in the Discussion section). Values and effect sizes for all subscales of the EES-C and
EDE-Q among all Intervention Completers can be found in Table 5 and among Follow-Up
Completers only in Table 6.
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No

Yes

Has your child eaten large amounts of food when he/she isn’t
felt physically hungry?

No

Yes

Has your child eaten until he/she felt uncomfortably full?

No

Yes

Has your child eaten much more rapidly than normal?

Did Not Meet Criteria

Meet Criteria

BED Criteria (4 OBE per month without compensatory
behaviors)
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8
(53.3%)
7
(46.7%)

6
(40.0%)
9
(60.0%)

4
(26.7%)
11
(73.3%)

6
(40.0%)
9
(60.0%)

Baseline

5
(33.3%)
10
(66.7%)

3
(20.0%)
12
(80.0%)

1
(6.7%)
14
(93.3%)

3
(20.0%)
12
(80.0%)

Post
Intervention

Preliminary Efficacy Based on Dichotomous Caregiver Frequency Variables
All Intervention
Preliminary Efficacy Caregiver Report-Frequencies
Completers (N = 15)

Table 4

6
54.5%)
5
(45.5%)

3
(27.3%)
8
(72.7%)

1
(9.1%)
10
(90.9%)

3
(27.3%)
8
(72.7%)

4
(36.4%)
7
(63.6%)

3
(27.3%)
8
(72.7%)

1
(9.1%)
10
(90.9%)

2
(18.2%)
9
(81.8%)

3
(27.3%)
8
(72.7%)

3
(27.3%)
8
(72.7%)

1
(9.1%)
10
(90.9%)

1
(9.1%)
10
(90.9%)

Follow-Up Completers
(N = 11)
Post
3-Month
Baseline Interventi
Follow Up
on

No

Yes

Has your child felt distressed or upset about his or her
episodes of eating?

No

Yes

Has your child felt disgusted with himself or herself,
depressed, or very guilty?

No

Yes

Has your child eaten alone because he/she has felt
embarrassed about how much he/she was eating
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4
(26.7%)
11
(73.3%)

5
(33.3%)
10
(66.7%)

4
(26.7%)
11
(73.3%)

Baseline

1
(6.7%)
14
(93.3%)

2
(13.3%)
13
(86.7%)

4
(26.7%)
11
(73.3%)

Post
Intervention

Preliminary Efficacy Based on Dichotomous Caregiver Frequency Variables
All Intervention
Preliminary Efficacy Caregiver Report-Frequencies
Completers (N = 15)

Table 4 (Continued)

2
(18.2%)
9
(81.8%)

2
(18.2%)
9
(81.8%)

2
(18.2%)
9
(81.8%)

1
(9.1%)
10
(90.9%)

2
(18.2%)
9
(81.8%)

2
(18.2%)
9
(81.8%)

0
(0.0%)
11
(100.0%)

1
(9.1%)
10
(90.9%)

1
(9.1%)
10
(90.9%)

Follow-Up Completers
(N = 11)
Post
3-Month
Baseline Interventi
Follow Up
on

48.80 (21.33)
19.73 (10.58)
15.40 (7.81)
7.33 (2.94)
1.23 (1.26)
0.89 (1.26)
1.58 (1.56)
1.27 (1.41)
3.02 (1.09)
3.72 (1.59)
3.74 (1.59)
2.09 (1.03)
2.53 (1.02)
3.67 (4.95)
11.67 (9.82)

55.07 (6.86)
60.27 (8.62)
59.20 (5.47)

Eating Behaviors
Emotional Eating Scale for Children and Adolescents (EES-C)
EES-C Anger, Anxiety, and Frustration Subscale (EES-C-AAF)
EES-C Depression Subscale (EES-C-DEP)
EES-C Unsettled Subscale (EES-C-UNS)
EES-C Frequency Score
EES-C-AAF Frequency Score
EES-C-DEP Frequency Score
EES-C-UNS Frequency Score
Eating Disorder Examination Questionnaire (EDE-Q) Global Score
EDE-Q Weight Concern Subscale
EDE-Q Shape Concern Subscale
EDE-Q Eating Concern Subscale
EDE-Q Restraint Subscale
EDE-Q Objective Binge Frequency Per Month
Binge Eating Scale (BES)

Psychological Functioning
Achenbach System of Empirically Based Assessment (ASEBA)
YSR Anxious/Depressed Syndrome Scale
YSR Withdrawn/Depressed Syndrome Scale
YSR Somatic Complaints Syndrome Scale
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42.42 (11.75)
3.46 (0.58)
3.07 (0.99)
3.84 (0.63)

54.73 (7.83)
59.07 (10.29)
53.93 (4.94)

45.87 (21.20)
18.80 (9.37)
14.60 (6.78)
6.80 (3.41)
1.04 (1.21)
0.77 (1.16)
1.50 (1.49)
0.87 (1.16)
2.94 (1.11)
3.67 (1.63)
3.09 (1.73)
2.08 (0.91)
2.92 (1.39)
2.13 (3.89)
9.60 (7.29)

41.96 (11.48)
3.82 (1.31)
3.82 (0.63)
3.58 (1.09)

0.05
0.13
1.01

0.18
0.09
0.11
0.17
0.15
0.10
0.05
0.31
0.07
0.03
0.39
0.01
-0.32
0.35
0.24

0.04
0.36
0.90
-0.29

All Intervention Completers (N = 15)
Post
Effect Size
Baseline
Intervention
(Cohen’s d)

Multigroup Ethnic Identity Measure-Revised (MEIM-R)
MEIM-R Exploration Subscale
MEIM-R Commitment Subscale

Body Mass Index

Measures

Preliminary Efficacy Based on Adolescent Descriptives-Full Intervention Sample
Preliminary Efficacy-Means (SD)

Table 5

YSR Social Problems Syndrome Scale
YSR Thought Problems Syndrome Scale
YSR Attention Problem Syndrome Scale
YSR Rule Breaking Syndrome Scale
YSR Aggressive Behavior Syndrome Scale
YSR Internalizing Problems
YSR Externalizing Problems
YSR Total Problems
YSR DSM Oriented Scale-Depressive Problems
YSR DSM Oriented Scale-Anxiety Problems
YSR DSM Oriented Scale-Somatic Problems
YSR DSM Oriented Scale-Attention Deficit
YSR DSM Oriented Scale-Oppositional Defiant
YSR DSM Oriented Scale-Conduct Problems
YSR Scale Scores-Obsessive Compulsive Problems
YSR Scale Scores-Stress Problems
YSR Scale Scores-Positive Qualities
Self Perception Profile for Adolescents (SPPA)
SPPA Social Competence Scale
SPPA Physical Appearance Scale
SPPA Global Self-Worth
Multidimensional Health Locus of Control Scale (MHLC), Form A
MHLC Internal Scale
MHLC Powerful Others Scale
MHLC Chance Scale

Measures
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Preliminary Efficacy Based on Adolescent Descriptives-Full Intervention Sample

Table 5 (Continued)

53.80 (7.22)
53.93 (5.34)
54.53 (5.69)
52.60 (3.16)
52.53 (5.18)
51.73 (11.64)
49.47 (6.49)
50.87 (9.16)
56.40 (6.51)
54.33 (5.91)
53.60 (5.26)
54.53 (5.78)
52.67 (4.66)
52.13 (3.23)
54.67 (6.06)
54.07 (5.91)
53.00 (10.83)
16.40 (3.16)
15.00 (5.17)
17.67 (3.06)
3.76 (1.14)
3.41 (0.97)
2.79 (0.84)

14.67 (3.54)
11.20 (4.02)
16.20 (3.67)
4.06 (0.95)
3.89 (0.75)
3.33 (0.91)

Post
Intervention

55.00 (5.52)
57.20 (5.14)
57.33 (8.27)
53.87 (4.42)
53.93 (5.39)
56.93 (6.46)
50.27 (8.73)
55.67 (6.96)
60.13 (5.24)
54.93 (5.75)
58.47 (6.07)
56.33 (6.55)
53.33 (4.27)
54.60 (6.08)
55.80 (4.92)
55.80 (5.82)
54.33 (8.82)

Baseline

-0.29
0.55
0.62

0.52
0.82
0.44

0.19
0.62
0.39
0.36
0.26
0.55
0.10
0.59
0.63
0.10
0.86
0.29
0.15
0.51
0.20
0.29
-0.13

Effect Size
(Cohen’s d)

13.20 (9.01)
2.16 (0.90)
2.00 (1.02)
1.98 (1.21)
2.14 (0.72)
2.53 (1.52)
30.93 (7.75)
21.33 (5.37)
9.60 (4.19)
71.40 (13.61)
37.20 (9.32)
25.80 (7.08)

29.80 (7.49)
19.20 (5.87)
10.60 (3.27)
71.13 (14.88)
39.07 (10.58)
27.93 (6.62)

Post
Intervention

13.00 (7.96)
2.06 (0.80)
1.84 (0.88)
1.87 (0.98)
1.99 (0.55)
2.53 (1.28)

Baseline

0.38
-0.27
0.02
-0.19
0.31

0.15

0.02
0.12
0.17
0.13
0.23
0.00

Effect Size
(Cohen’s d)
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Note. Because of differences in the metrics used to indicate improvements by different measures of preliminary efficacy (i.e., some
measures showing improvement by decrease in scores others showing improvement by increase in scores), absolute values were
calculated for mean changes, and mean changes and effect sizes presented with positive values indicative of improvement in
functioning, and negative values indicative of decline in functioning.

Skill Acquisition
Child and Adolescent Mindfulness Measure (CAMM) Total
Distress Tolerance Scale (DTS) Total Score
DTS Tolerance Scale
DTS Absorption Scale
DTS Appraisal Scale
DTS Regulation Scale
Emotion Regulation Questionnaire for Children and Adolescents (ERQ-CA)
Total
ERQ-CA Cognitive Reappraisal
ERQ-CA Expressive Suppression
Parent-Adolescent Communication Scale (PACS) Total
PACS Open Communication Scale
PACS Problem Communication Scale

Measures

Preliminary Efficacy Based on Adolescent Descriptives-Full Intervention Sample

Table 5 (Continued)

EES-C-UNS Frequency Score

EES-C-DEP Frequency Score

EES-C-AAF Frequency Score

EES-C Frequency Score

EES-C Unsettled Subscale (EES-C-UNS)

EES-C Depression Subscale (EES-C-DEP)

Eating Behaviors
Emotional Eating Scale for Children and
Adolescents (EES-C)
EES-C Anger, Anxiety, and Frustration
Subscale (EES-C-AAF)

MEIM-R Commitment Subscale

MEIM-R Exploration Subscale

Multigroup Ethnic Identity Measure-Revised
(MEIM-R)

Body Mass Index

44.09
(16.45)
18.00
(7.21)
12.82
(5.42)
7.09
(2.77)
1.23
(1.40)
0.95
(1.38)
1.32
(1.39)
1.41
(1.56)

39.77
(10.17)
3.35
(0.46)
3.00
(1.02)
3.70
(0.48)
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0.25

-0.12

-0.01

0.04

0.81

0.32

0.63

0.42

0.59

0.49

0.96

0.06

37.18
(16.62)
14.55
(2.88)
11.36
(3.32)
5.00
(2.41)
1.17
(1.37)
0.96
(1.30)
1.51
(1.67)
1.05
(1.31)

39.17
(10.03)
3.79
(0.46)
3.52
(1.13)
4.06
(0.73)

0.20

0.18

0.41

0.25

-0.56

0.00

-0.20

-0.14

-0.40

-0.07

-0.31

-0.03

39.27
(12.75)
15.45
(5.82)
11.36
(4.01)
6.27
(2.10)
0.88
(0.85)
0.52
(0.78)
1.26
(1.08)
0.82
(0.93)

39.49
(9.97)
3.58
(0.83)
3.45
(0.79)
3.70
(1.04)

Preliminary Efficacy Based on Adolescent Descriptives-Completion of Follow Up
Preliminary Efficacy-Means (SD)
Follow-Up Completers (N = 11)
Baseline to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d

Table 6

0.46

0.05

0.38

0.30

0.33

0.31

0.39

0.33

0.00

0.48

0.34

0.03

Baseline
to Follow
Up: d

YSR Social Problems Syndrome Scale

YSR Somatic Complaints Syndrome Scale

YSR Withdrawn/Depressed Syndrome
Scale

YSR Anxious/Depressed Syndrome Scale

Psychological Functioning
Achenbach System of Empirically Based
Assessment (ASEBA)
54.73
(5.18)
61.91
(8.81)
60.91
(4.78)
55.55
(5.80)
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0.18

1.17

0.14

-0.13

55.64
(8.74)
60.45
(11.51)
55.00
(5.31)
54.27
(8.24)

-0.01

0.15

0.24

0.10

54.91
(6.09)
57.91
(9.13)
54.27
(4.03)
54.36
(6.10)

Preliminary Efficacy Based on Adolescent Descriptives-Completion of Follow Up
Preliminary Efficacy-Means (SD)
Follow-Up Completers (N = 11)
Baseline to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d
Eating Disorder Examination Questionnaire (EDE2.87
2.61
2.53
0.23
0.08
Q) Global Score
(1.19)
(1.04)
(1.01)
4.36
3.04
3.00
EDE-Q Weight Concern Subscale
0.38
0.03
(4.76)
(1.32)
(1.33)
3.50
2.73
2.76
EDE-Q Shape Concern Subscale
0.42
-0.02
(1.79)
(1.88)
(1.38)
2.05
1.95
1.73
EDE-Q Eating Concern Subscale
0.11
0.27
(1.03)
(0.83)
(0.78)
2.44
2.73
2.64
EDE-Q Restraint Subscale
-0.24
0.07
(1.08)
(1.31)
(1.38)
EDE-Q Objective Binge Frequency Per
4.36
1.09
1.36
0.94
-0.18
Month
(4.76)
(1.30)
(1.69)
8.45
7.27
7.73
Binge Eating Scale (BES)
0.18
-0.06
(6.71)
(6.57)
(8.06)

Table 6 (Continued)

0.20

1.50

0.45

-0.03

0.10

0.84

-0.16

0.35

0.46

0.39

0.31

Baseline
to Follow
Up: d
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Preliminary Efficacy Based on Adolescent Descriptives-Completion of Follow Up
Preliminary Efficacy-Means (SD)
Follow-Up Completers (N = 11)
Baseline to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d
59.27
55.27
56.18
YSR Thought Problems Syndrome Scale
0.79
-0.15
(4.37)
(5.69)
(6.48)
59.45
55.73
58.00
YSR Attention Problem Syndrome Scale
0.49
-0.28
(8.73)
(6.23)
(9.41)
54.09
52.73
53.91
YSR Rule Breaking Syndrome Scale
0.35
-0.31
(4.36)
(3.29)
(4.16)
55.27
53.09
53.45
YSR Aggressive Behavior Syndrome Scale
0.37
-0.07
(5.76)
(5.97)
(4.53)
58.18
54.45
52.73
YSR Internalizing Problems
0.42
0.17
(6.43)
(10.76)
(9.78)
51.82
50.45
50.64
YSR Externalizing Problems
0.17
-0.03
(8.98)
(6.53)
(7.30)
57.64
53.27
53.64
YSR Total Problems
0.62
-0.05
(6.09)
(7.84)
(7.50)
YSR DSM Oriented Scale-Depressive
60.00
57.18
57.45
0.47
-0.04
Problems
(5.02)
(6.95)
(6.07)
YSR DSM Oriented Scale-Anxiety
55.09
55.36
55.36
-0.04
0.00
Problems
(5.80)
(6.61)
(6.52)
YSR DSM Oriented Scale-Somatic
60.09
54.64
52.91
0.94
0.38
Problems
(5.79)
(5.80)
(2.70)
57.73
55.73
56.18
YSR DSM Oriented Scale-Attention Deficit
0.31
-0.07
(6.68)
(6.31)
(6.34)
YSR DSM Oriented Scale-Oppositional
53.82
52.64
54.09
0.23
-0.28
Defiant
(4.83)
(5.45)
(4.83)
YSR DSM Oriented Scale-Conduct
55.64
52.27
54.45
0.63
-0.45
Problems
(6.70)
(3.47)
(5.85)

Table 6 (Continued)

0.19

-0.06

0.24

1.59

-0.04

0.46

0.59

0.14

0.66

0.35

0.04

0.16

0.56

Baseline
to Follow
Up: d

Skill Acquisition
Child and Adolescent Mindfulness Measure
(CAMM) Total

MHLC Chance Scale

MHLC Powerful Others Scale

MHLC Internal Scale

Multidimensional Health Locus of Control Scale
(MHLC), Form A

12.55
(6.93)

4.11
(1.06)
3.82
(0.75)
3.41
(1.05)
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0.06

0.45

0.08

-0.03

13.00
(8.25)

4.08
(1.02)
3.76
(0.80)
3.00
(0.75)

-0.18

-0.08

0.40

-0.16

11.45
(9.03)

3.88
(1.50)
3.39
(1.03)
3.08
(1.25)

Preliminary Efficacy Based on Adolescent Descriptives-Completion of Follow Up
Preliminary Efficacy-Means (SD)
Follow-Up Completers (N = 11)
Baseline to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d
YSR Scale Scores-Obsessive Compulsive
57.00
56.27
57.09
0.13
-0.11
Problems
(4.88)
(6.37)
(8.18)
57.09
55.27
56.45
YSR Scale Scores-Stress Problems
0.29
-0.15
(6.17)
(6.53)
(8.81)
55.64
56.36
56.00
YSR Scale Scores-Positive Qualities
0.08
-0.04
(8.25)
(10.50)
(8.22)
Self Perception Profile for Adolescents (SPPA)
15.27
17.00
16.82
SPPA Social Competence Scale
0.63
-0.06
(3.07)
(2.41)
(3.19)
11.82
17.09
15.55
SPPA Physical Appearance Scale
1.26
-0.34
(4.26)
(4.13)
(4.99)
16.81
19.00
18.09
SPPA Global Self-Worth
0.99
-0.45
(2.86)
(1.26)
(2.59)

Table 6 (Continued)

-0.14

0.29

0.48

-0.18

0.47

0.80

0.50

0.04

0.08

-0.01

Baseline
to Follow
Up: d

1.06

-0.19

0.30

-0.45

0.22

-0.01

-0.35

0.19

0.03

-0.03

-0.10

Baseline
to Follow
Up: d
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Note. Because of differences in the metrics used to indicate improvements by different measures of preliminary efficacy (i.e., some
measures showing improvement by decrease in scores others showing improvement by increase in scores), absolute values were
calculated for mean changes, and mean changes and effect sizes presented with positive values indicative of improvement in
functioning, and negative values indicative of decline in functioning.

Preliminary Efficacy Based on Adolescent Descriptives-Completion of Follow Up
Preliminary Efficacy-Means (SD)
Follow-Up Completers (N = 11)
Baseline to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d
2.08
2.21
2.00
Distress Tolerance Scale (DTS) Total Score
0.16
-0.25
(0.74)
(0.88)
(0.83)
1.82
2.00
1.79
DTS Tolerance Scale
0.20
-0.19
(0.83)
(0.99)
(1.23)
1.82
1.94
1.85
DTS Absorption Scale
0.11
-0.08
(0.96)
(1.25)
(1.03)
1.94
2.14
2.08
DTS Appraisal Scale
0.35
-0.08
(0.51)
(0.63)
(0.89)
2.73
2.76
2.30
DTS Regulation Scale
0.02
-0.32
(1.25)
(1.62)
(1.18)
Emotion Regulation Questionnaire for Children and
30.18
31.91
30.09
0.21
-0.22
Adolescents (ERQ-CA) Total
(8.75)
(7.41)
(9.33)
19.09
22.36
20.55
ERQ-CA Cognitive Reappraisal
0.58
-0.32
(6.73)
(4.32)
(6.80)
11.09
9.55
9.55
ERQ-CA Expressive Suppression
-0.39
0.00
(3.11)
(4.61)
(3.64)
Parent-Adolescent Communication Scale (PACS)
71.72
73.45
75.36
0.15
0.18
Total
(12.95)
(10.28)
(11.16)
39.64
39.36
37.45
PACS Open Communication Scale
-0.03
-0.17
(10.24)
(8.54)
(13.03)
27.91
25.91
22.09
PACS Problem Communication Scale
0.37
0.72
(5.59)
(5.26)
(5.41)

Table 6 (Continued)

Caregiver Report. Based on caregiver report on the EDE-Q, among all Intervention
Completers objective binge episodes were found to decrease by 2.94 per month (Cohen’s d =
0.66). Similarly, large effect sizes were found in decreases in objective binge episodes per month
among Follow-Up Completers from baseline to post intervention (Δ = 6.64; Cohen’s d = 0.86)
and baseline to follow up (Δ = 6.91; Cohen’s d = 0.90). Caregiver report on the EES-C for all
Intervention Completers showed medium effect sizes for the decrease in total emotional eating
(Cohen’s d = 0.39). Comparatively when examining only Follow-Up Completers, large effect
sizes were found on the EES-C total score from baseline to post (Cohen’s d = 0.80) and baseline
to follow up (Cohen’s d = 1.53), with treatment gains observed to be greater at follow up. For
mean changes in subscales of the EDE-Q and EES-C caregiver report for all Intervention
Completers, please see Table 7. For mean changes in subscales of the EDE-Q and EES-C
caregiver report for Follow-Up Completers only, please see Table 8.
Aim 2. The second aim of the present study was to improve overall psychological
functioning, including mental health, self-perception/self-esteem, and health locus of control
among participants from baseline to post intervention, and maintain gains at 3-month follow up.
Youth Self-Report. Based on the ASEBA YSR among all Intervention Completers, large
effect sizes were found for improvements from baseline to post intervention on the Somatic
Complaints Syndrome Scale (Cohen’s d = 1.01), Thought Problems Syndrome Scale (Cohen’s d
= 0.62), Internalizing Problems Scale (Cohen’s d = 0.55), Total Problems Scale (Cohen’s d =
0.59), DSM Oriented Scale-Depressive Problems (Cohen’s d = 0.63), DSM Oriented ScaleSomatic Problems (Cohen’s d = 0.86), and DSM Oriented Scale-Conduct Problems (Cohen’s d =
0.51).
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58.87 (9.27)
65.13 (11.82)
61.87 (6.92)
59.00 (6.38)
58.07 (5.96)
59.93 (9.04)
53.80 (4.83)
54.80 (4.63)

Psychological Functioning
Achenbach System of Empirically Based Assessment (ASEBA)
CBCL Anxious/Depressed Syndrome Scale
CBCL Withdrawn/Depressed Syndrome Scale
CBCL Somatic Complaints Syndrome Scale
CBCL Social Problems Syndrome Scale
CBCL Thought Problems Syndrome Scale
CBCL Attention Problem Syndrome Scale
CBCL Rule Breaking Syndrome Scale
CBCL Aggressive Behavior Syndrome Scale
67

63.47 (22.70)
25.93 (11.61)
21.00 (8.48)
9.47 (3.56)
1.46 (1.15)
1.04 (1.18)
2.07 (1.48)
1.47 (1.53)
2.74 (1.40)
3.24 (1.67)
3.09 (1.99)
2.48 (1.59)
2.13 (1.04)
4.47 (6.02)

54.20 (4.97)
57.33 (7.03)
56.60 (7.91)
54.87 (5.58)
53.73 (5.11)
55.13 (5.66)
51.33 (1.88)
52.33 (3.31)

55.33 (18.51)
22.60 (9.09)
17.53 (5.99)
8.67 (3.81)
0.99 (0.88)
0.64 (0.78)
1.32 (1.20)
1.20 (1.33)
2.36 (0.98)
2.84 (1.59)
2.39 (1.49)
1.52 (0.76)
2.71 (1.09)
1.53 (1.92)

0.63
0.80
0.71
0.69
0.78
0.64
0.67
0.62

0.39
0.32
0.47
0.22
0.46
0.40
0.56
0.19
0.31
0.25
0.40
0.77
-0.54
0.66

All Intervention Completers
(N = 15)
Post
Effect Size
Baseline
Intervention
(Cohen’s d)

Eating Behaviors
Emotional Eating Scale for Children and Adolescents (EES-C)
EES-C Anger, Anxiety, and Frustration Subscale (EES-C-AAF)
EES-C Depression Subscale (EES-C-DEP)
EES-C Unsettled Subscale (EES-C-UNS)
EES-C Frequency Score
EES-C-AAF Frequency Score
EES-C-DEP Frequency Score
EES-C-UNS Frequency Score
Eating Disorder Examination Questionnaire (EDE-Q) Global Score
EDE-Q Weight Concern Subscale
EDE-Q Shape Concern Subscale
EDE-Q Eating Concern Subscale
EDE-Q Restraint Subscale
EDE-Q Objective Binge Frequency Per Month

Measures

Preliminary Efficacy-Caregiver Report Means (SD)

Preliminary Efficacy Based on Caregiver Descriptives-Full Intervention Sample

Table 7

62.20 (9.45)
51.60 (8.69)
59.47 (9.09)
64.20 (7.77)
60.53 (8.94)
60.67 (7.72)
57.40 (6.59)
54.67 (5.35)
53.87 (5.15)
62.67 (9.05)
59.60 (7.50)
61.07 (8.30)

Baseline
53.13 (11.01)
47.73 (6.53)
51.73 (9.34)
56.53 (7.00)
55.07 (5.61)
56.00 (6.67)
54.20 (4.35)
52.00 (2.42)
51.73 (2.09)
58.20 (8.58)
54.07 (4.22)
53.87 (5.30)

Post
Intervention
0.88
0.53
0.84
1.04
0.73
0.65
0.57
0.64
0.54
0.51
0.91
1.03

Effect Size
(Cohen’s d)
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Note. Because of differences in the metrics used to indicate improvements by different measures of preliminary efficacy (i.e., some
measures showing improvement by decrease in scores others showing improvement by increase in scores), absolute values were
calculated for mean changes, and mean changes and effect sizes presented with positive values indicative of improvement in
functioning, and negative values indicative of decline in functioning.

CBCL Internalizing Problems
CBCL Externalizing Problems
CBCL Total Problems
CBCL DSM Oriented Scale-Depressive Problems
CBCL DSM Oriented Scale-Anxiety Problems
CBCL DSM Oriented Scale-Somatic Problems
CBCL DSM Oriented Scale-Attention Deficit
CBCL DSM Oriented Scale-Oppositional Defiant
CBCL DSM Oriented Scale-Conduct Problems
CBCL Scale Scores-Sluggish Cognitive Tempo
CBCL Scale Scores-Obsessive Compulsive Problems
CBCL Scale Scores-Stress Problems

Measures

Preliminary Efficacy Based on Caregiver Descriptives-Full Intervention Sample

Table 7 (Continued)

EDE-Q Eating Concern Subscale

EDE-Q Shape Concern Subscale

EDE-Q Weight Concern Subscale

Eating Disorder Examination Questionnaire (EDE-Q)
Global Score

EES-C-UNS Frequency Score

EES-C-DEP Frequency Score

EES-C-AAF Frequency Score

EES-C Frequency Score

EES-C Unsettled Subscale (EES-C-UNS)

EES-C Depression Subscale (EES-C-DEP)

Eating Behaviors
Emotional Eating Scale for Children and Adolescents
(EES-C)
EES-C Anger, Anxiety, and Frustration Subscale
(EES-C-AAF)
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57.64
(10.08)
24.27
(10.06)
18.00
(6.53)
8.64
(3.53)
1.36
(1.31)
0.98
(1.33)
1.75
(1.41)
1.41
(1.77)
2.34
(1.14)
2.76
(1.44)
2.64
(1.89)
1.98
(1.33)
!
0.65

0.31

0.21

0.10

0.11

0.33

0.36

0.36

0.41

0.38

0.55

0.80

49.18
(11.01)
19.82
(5.62)
15.82
(4.85)
7.36
(2.73)
0.95
(0.96)
0.58
(0.83)
1.30
(1.28)
1.23
(1.56)
2.24
(0.89)
2.47
(1.35)
2.13
(1.34)
1.33
(0.45)
-0.06

0.12

0.13

0.29

0.61

0.22

0.45

0.40

0.36

0.26

0.41

0.72

41.09
(11.49)
17.45
(5.96)
14.55
(4.89)
6.09
(4.11)
0.64
(0.53)
0.29
(0.40)
1.06
(0.88)
0.52
(0.56)
2.02
(0.62)
2.31
(1.04)
1.99
(0.97)
1.36
(0.48)

Preliminary Efficacy Based on Caregiver Descriptives-Completion of Follow Up
Preliminary Efficacy-Caregiver Report Means (SD)
Follow-Up Completers (N = 11)
Base to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d

Table 8

0.62

0.43

0.36

0.35

0.68

0.59

0.70

0.72

0.67

0.60

0.83

1.53

Base to
Follow
Up: d

CBCL Internalizing Problems

CBCL Aggressive Behavior Syndrome Scale

CBCL Rule Breaking Syndrome Scale

CBCL Attention Problem Syndrome Scale

CBCL Thought Problems Syndrome Scale

CBCL Social Problems Syndrome Scale

CBCL Somatic Complaints Syndrome Scale

CBCL Withdrawn/Depressed Syndrome Scale

CBCL Anxious/Depressed Syndrome Scale

Psychological Functioning
Achenbach System of Empirically Based Assessment
(ASEBA)
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55.55
(7.38)
62.91
(12.76)
61.55
(8.01)
57.73
(6.12)
57.73
(6.93)
59.82
(8.98)
54.64
(5.37)
53.82
(4.19)
59.36
(9.51)
!
0.74

0.55

0.91

0.42

0.51

0.54

0.94

0.48

0.31

53.55
(5.41)
57.91
(7.11)
54.91
(5.96)
54.55
(5.57)
54.55
(5.57)
56.64
(5.94)
51.09
(1.14)
51.91
(2.63)
51.64
(11.20)

0.36

0.44

-0.08

0.49

0.00

0.15

-0.12

0.20

0.45

51.55
(3.24)
56.36
(8.33)
55.73
(7.46)
53.73
(5.42)
54.55
(5.65)
54.27
(3.44)
51.18
(1.08)
50.91
(1.81)
48.91
(10.34)

Preliminary Efficacy Based on Caregiver Descriptives-Completion of Follow Up
Preliminary Efficacy-Caregiver Report Means (SD)
Follow-Up Completers (N = 11)
Base to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d
1.98
-1.16
3.02
0.62
2.44
EDE-Q Restraint Subscale
(0.69)
(1.07)
(0.79)
8.00
0.86
1.36
0.15
1.09
EDE-Q Objective Binge Frequency
(10.75)
(2.06)
(1.45)

Table 8 (Continued)

1.05

0.90

0.89

0.82

0.51

0.69

0.75

0.61

0.70

0.90

Base to
Follow
Up: d
-0.62

0.90

1.14

0.80

0.78

0.79

0.74

1.11

0.71

0.75

0.92

Base to
Follow
Up: d
0.65

71

Note. Because of differences in the metrics used to indicate improvements by different measures of preliminary efficacy (i.e., some
measures showing improvement by decrease in scores others showing improvement by increase in scores), absolute values were
calculated for mean changes, and mean changes and effect sizes presented with positive values indicative of improvement in
functioning, and negative values indicative of decline in functioning.

Preliminary Efficacy Based on Caregiver Descriptives-Completion of Follow Up
Preliminary Efficacy-Caregiver Report Means (SD)
Follow-Up Completers (N = 11)
Base to
Post to
Post
3-Month
Measures
Baseline
Post:
Follow
Intervention
Follow Up
Cohen’s d
Up: d
50.45
0.45
46.73
0.24
45.27
CBCL Externalizing Problems
(9.62)
(6.51)
(5.80)
57.36
0.63
51.18
0.26
48.82
CBCL Total Problems
(9.90)
(9.67)
(8.69)
62.00
0.82
56.18
-0.04
56.45
CBCL DSM Oriented Scale-Depressive Problems
(7.55)
(6.66)
(7.26)
57.45
0.41
54.55
0.34
52.64
CBCL DSM Oriented Scale-Anxiety Problems
(8.03)
(6.04)
(5.24)
61.09
1.09
54.18
0.04
54.00
CBCL DSM Oriented Scale-Somatic Problems
(7.92)
(3.92)
(4.65)
57.55
0.37
55.45
0.46
53.73
CBCL DSM Oriented Scale-Attention Deficit
(6.65)
(4.44)
(2.94)
54.00
0.72
51.45
0.16
51.18
CBCL DSM Oriented Scale-Oppositional Defiant
(4.71)
(1.70)
(1.78)
54.64
0.75
51.45
0.10
51.27
CBCL DSM Oriented Scale-Conduct Problems
(5.77)
(1.81)
(1.90)
62.36
0.32
59.18
0.46
55.73
CBCL Scale Scores-Sluggish Cognitive Tempo
(10.57)
(9.33)
(5.02)
CBCL Scale Scores-Obsessive Compulsive
57.73
0.61
54.09
0.67
51.55
Problems
(7.14)
(4.53)
(2.88)
58.55
0.58
54.55
0.35
52.73
CBCL Scale Scores-Stress Problems
(7.99)
(5.72)
(4.47)

Table 8 (Continued)

Medium effect sizes were found for improvements from baseline to post intervention on the
Attention Problem Syndrome Scale (Cohen’s d = 0.39) and Rule Breaking Syndrome Scale
(Cohen’s d = 0.36). Small effect sizes were found for improvements from baseline to post
intervention on the Withdrawn/Depressed Syndrome Scale (Cohen’s d = 0.13), Social Problems
Syndrome Scale (Cohen’s d = 0.19), Aggressive Behavior Syndrome Scale (Cohen’s d = 0.26),
Externalizing Problems Scale (Cohen’s d = 0.10), DSM Oriented Scale-Anxiety Problems
(Cohen’s d = 0.10), DSM Oriented Scale-Attention Deficit (Cohen’s d = 0.29), DSM Oriented
Scale-Oppositional Defiant (Cohen’s d = 0.15), Scale Scores-Obsessive Compulsive Problems
(Cohen’s d = 0.20), and Scale Scores-Stress Problems (Cohen’s d = 0.29). A minimal effect was
found for improvements on the Anxious/Depressed Syndrome Scale, and a small effect found for
the decrease on the Scale Scores-Positive Qualities (Cohen’s d = -0.13). Please see Table 5 for
all YSR values among all Intervention Completers.
Based on the ASEBA YSR among Follow-Up Completers only, large effect sizes were
found both from baseline to post and baseline to follow up for the Somatic Complaints
Syndrome Scale (baseline to post Cohen’s d = 1.17; baseline to follow up Cohen’s d = 1.50),
Thought Problems Syndrome Scale (baseline to post Cohen’s d = 0.79; baseline to follow up
Cohen’s d = 0.56), Total Problems Scale (baseline to post Cohen’s d = 0.62; baseline to follow
up Cohen’s d = 0.59), and DSM Oriented Scale-Somatic Problems (baseline to post Cohen’s d =
0.94; baseline to follow up Cohen’s d = 1.59). Medium effect sizes were found from baseline to
post intervention and maintained at follow up for the Aggressive Behavior Syndrome Scale
(baseline to post Cohen’s d = 0.37; baseline to follow up Cohen’s d = 0.35) and DSM Oriented
Scale-Depressive Problems (baseline to post Cohen’s d = 0.47; baseline to follow up Cohen’s d
= 0.46). Small effect sizes were found from baseline to post intervention and maintained at
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follow up for the Social Problems Syndrome Scale (baseline to post Cohen’s d = 0.18; baseline
to follow up Cohen’s d = 0.20) and Externalizing Problems Scale (baseline to post Cohen’s d =
0.17; baseline to follow up Cohen’s d = 0.14).
Increases in effect sizes from baseline/post intervention to baseline/follow up changes
were observed on the Withdrawn/Depressed Syndrome Scale (baseline to post small effect size;
baseline to follow up medium effect size) and Internalizing Problems Scale (baseline to post
medium effect size; baseline to follow up large effect size). Conversely, decreases in effect sizes
from baseline/post intervention to baseline/follow up changes were observed in scores on the
Attentions Problem Syndrome Scale (baseline to post medium effect size; baseline to follow up
small effect size), Rule Breaking Syndrome Scale (baseline to post medium effect size; baseline
to follow up minimal effect size), DSM Oriented Scale-Attention Deficit (baseline to post
medium effect size; baseline to follow up small effect size), DSM Oriented Scale-Oppositional
Defiant (baseline to post small effect size; baseline to follow up minimal effect size), DSM
Oriented Scale-Conduct Problems (baseline to post large effect size; baseline to follow up small
effect size), Scale Scores-Obsessive Compulsive Problems (baseline to post small effect size;
baseline to follow up negative minimal effect size), Scale Scores-Stress Problems (baseline to
post small effect size; baseline to follow up minimal effect size). Please see Table 6 for all YSR
values among only Follow-Up Completers.
On measures of self-esteem (Self Perception Profile for Adolescents [SPPA]), large
effects were found for improvements to perception of social competence (Cohen’s d = 0.52) and
perception of physical appearance (Cohen’s d = 0.82) among all Intervention Completers from
baseline to post-intervention. A medium effect size was found for improvements to perception of
global self worth (Cohen’s d = 0.44) from baseline to post intervention for this sample. Among
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Follow-Up Completers, large effects sizes were found both from baseline to post intervention
and baseline to follow up for the social competence scale (baseline to post Cohen’s d = 0.63;
baseline to follow up Cohen’s d = 0.50) and physical appearance scale (baseline to post Cohen’s
d = 1.26; baseline to follow up Cohen’s d = 0.80). On the global self-worth scale, a large effect
size was found for improvements from baseline to post intervention (Cohen’s d = 0.99), which
was partially maintained as a medium effect size was found from baseline to follow up (Cohen’s
d = 0.47).
In assessing health locus on control among all Intervention Completers, a large effect was
found for decrease in strength of the belief that health outcomes are controlled by powerful
others (Cohen’s d = 0.55) and by chance (Cohen’s d = 0.62); however, a small effect was also
found for decrease in strength of belief that health outcomes are controlled internally by oneself
(Cohen’s d = -0.29) from baseline to post intervention. Among Follow-Up Completers, a
minimal effect was found in the decrease on the MHLC internal scale from baseline to post
intervention (Cohen’s d = -0.03); however, this was found to decrease further with a small effect
size found at follow up (baseline to follow up Cohen’s d = -0.18). A minimal effect was found
from baseline to post intervention for decreases on the MHLC powerful others scale (Cohen’s d
= 0.08), which was found to increase to a medium effect size from baseline to follow up
(Cohen’s d = 0.48). Conversely, a medium effect size was found for the decrease from baseline
to post intervention on the MHLC chance scale (Cohen’s d = 0.45), which was found to decrease
to a small effect size from baseline to follow up (Cohen’s d = 0.29). All changes in psychological
functioning among all Intervention Completers can be found in table 5. All changes in
psychological functioning among Follow-Up Completers can be found in table 6.

74

Caregiver Report. Based on caregiver report of youth’s psychological functioning on the
CBCL for the full intervention sample, large effect sizes were found for improvements on all
scales: Anxious/Depressed Syndrome Scale (Cohen’s d = 0.63), Withdrawn/Depressed
Syndrome Scale (Cohen’s d = 0.80), Somatic Complaints Syndrome Scale (Cohen’s d = 0.71),
Social Problems Syndrome Scale (Cohen’s d = 0.69), Thought Problems Syndrome Scale
(Cohen’s d = 0.78), Attention Problem Syndrome Scale (Cohen’s d = 0.64), Rule Breaking
Syndrome Scale (Cohen’s d = 0.67), Aggressive Behavior Syndrome Scale (Cohen’s d = 0.62),
Internalizing Problems (Cohen’s d = 0.88), Externalizing Problems (Cohen’s d = 0.53), Total
Problems (Cohen’s d = 0.84), DSM Oriented Scale-Depressive Problems (Cohen’s d = 1.04),
DSM Oriented Scale-Anxiety Problems (Cohen’s d = 0.73), DSM Oriented Scale-Somatic
Problems (Cohen’s d = 0.65), DSM Oriented Scale-Attention Deficit (Cohen’s d = 0.57), DSM
Oriented Scale-Oppositional Defiant (Cohen’s d = 0.64), DSM Oriented Scale-Conduct
Problems (Cohen’s d = 0.54), Scale Scores-Sluggish Cognitive Tempo (Cohen’s d = 0.51), Scale
Scores-Obsessive Compulsive Problems (Cohen’s d = 0.91), and Scale Scores-Stress Problems
(Cohen’s d = 1.03).
Based on the ASEBA CBCL among Follow-Up Completers, large effect sizes were
found both from baseline to post and baseline to follow up for the Somatic Complaints
Syndrome Scale (baseline to post Cohen’s d = 0.94; baseline to follow up Cohen’s d = 0.75),
Social Problems Syndrome Scale (baseline to post Cohen’s d = 0.54; baseline to follow Cohen’s
d = 0.69), Thought Problems Syndrome Scale (baseline to post Cohen’s d = 0.51; baseline to
follow up Cohen’s d = 0.51), Rule Breaking Syndrome Scale (baseline to post Cohen’s d = 0.91;
baseline to follow up Cohen’s d = 0.89), Aggressive Behavior Syndrome Scale (baseline to post
Cohen’s d = 0.55; baseline to follow up Cohen’s d = 0.90), Internalizing Problems Scale
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(baseline to post Cohen’s d = 0.74; baseline to follow up Cohen’s d = 1.05), Total Problems
Scale (baseline to post Cohen’s d = 0.63; baseline to follow up Cohen’s d = 0.92), DSM Oriented
Scale-Depressive Problems (baseline to Cohen’s d = 0.82; baseline to follow up Cohen’s d =
0.75), DSM Oriented Scale-Somatic Problems (baseline to post Cohen’s d = 1.09; baseline to
follow up Cohen’s d = 1.11), DSM Oriented Scale-Oppositional Defiant (baseline to post
Cohen’s d = 0.72; baseline to follow up Cohen’s d = 0.79), DSM Oriented Scale-Conduct
Problems (baseline to post Cohen’s d = 0.75; baseline to follow up Cohen’s d = 0.78), Scale
Scores-Obsessive Compulsive Problems (baseline to post Cohen’s d = 0.61; baseline to follow
up Cohen’s d = 1.14), and Scale Scores-Stress Problems (baseline to post Cohen’s d = 0.58;
baseline to follow up Cohen’s d = 0.90).
Increases in effect sizes from medium at the baseline/post intervention change to large at
the baseline/follow up change were observed on the Anxious/Depressed Syndrome Scale
(baseline to post Cohen’s d = 0.31; baseline to follow up Cohen’s d = 0.70),
Withdrawn/Depressed Syndrome Scale (baseline to post Cohen’s d = 0.48; baseline to follow up
Cohen’s d = 0.61), Attentions Problem Syndrome Scale (baseline to post Cohen’s d = 0.42;
baseline to follow up Cohen’s d = 0.82), Externalizing Problems Scale (baseline to post Cohen’s
d = 0.45; baseline to follow up Cohen’s d = 0.65), DSM Oriented Scale-Anxiety Problems
(baseline to post Cohen’s d = 0.41; baseline to follow up Cohen’s d = 0.71), DSM Oriented
Scale-Attention Deficit (baseline to post Cohen’s d = 0.37; baseline to follow up Cohen’s d =
0.74), and Scale Scores-Sluggish Cognitive Tempo (baseline to post Cohen’s d = 0.32; baseline
to follow up Cohen’s d = 0.80). All changes in psychological functioning based on caregiver
report among all Intervention Completers can be found in table 7. All changes in psychological
functioning based on caregiver report among Follow-Up Completers can be found in table 8.
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Aim 3. The third aim of the present study was to increase skill acquisition, including
mindfulness, distress tolerance, emotional regulation, and interpersonal effectiveness among
participants from baseline to post intervention, and maintain gains at 3-month follow up. Among
all Intervention Completers, minimal improvements were found in mindfulness based on
increases on the CAMM from baseline to post intervention (Cohen’s d = 0.02). Similarly among
Follow-Up Completers, minimal effects were found in improvements on the CAMM from
baseline to post intervention (Cohen’s d = 0.06); however, mindfulness was actually observed to
decrease from baseline to follow up (Cohen’s d = -0.14).
Small effect sizes were found for acquisition of distress tolerance skills, based on the
DTS total score (Cohen’s d = 0.12), DTS tolerance scale (Cohen’s d = 0.17), DTS absorption
scale (Cohen’s d = 0.13), and DTS appraisal scale (Cohen’s d = 0.23) from baseline to post
intervention among all Intervention Completers. No change was found from baseline to post
intervention for the DTS regulation scale. Among Follow-Up Completers only, a medium effect
was found for increase in distress tolerance skills based on the DTS appraisal scale from baseline
to post intervention (Cohen’s d = 0.35), which was partially maintained at follow up (baseline to
follow up Cohen’s d = 0.19). Scores on the DTS absorption scale followed a similar trend, with a
small effect observed in the increase of skills from baseline to post intervention (Cohen’s d =
0.11), which was partially maintained at follow up (baseline to follow up Cohen’s d = 0.03). In
contrast, while gains were observed from baseline to post intervention on the DTS regulation
scale (Cohen’s d = 0.02), DTS tolerance scale (Cohen’s d = 0.20), and DTS total score (Cohen’s
d = 0.16), scores were actually observed to decrease from baseline to follow up for each of these
scales (DTS regulation scale Cohen’s d = -0.35; DTS tolerance scale Cohen’s d = -0.03; DTS
total score Cohen’s d = -0.10).
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With regard to acquisition of emotion regulation skills, a small effect was found from
baseline to post intervention (Cohen’s d = 0.15) on the ERQ-CA total score among all
Intervention Completers. Within this sample, a medium effect size was found for acquisition of
cognitive appraisal emotion regulation skills from baseline to post intervention (Cohen’s d =
0.38); however, use of expressive suppression emotion regulation skills were observed to
decrease from baseline to post intervention (Cohen’s d = -0.27). Within the subsample that
completed follow up, similar trends on the scales of the ERQ-CA were observed. On the ERQCA total score, a small effect was observed in acquisition of emotion regulation skills from
baseline to post intervention (Cohen’s d = 0.21); however, this gain was not maintained at follow
up. On the cognitive reappraisal subscale, a large effect was found for skill acquisition from
baseline to post intervention (Cohen’s d = 0.58), which was partially maintained at follow up
(baseline to follow Cohen’s d = 0.22). Similar to the full intervention sample, among only
Follow-Up Completers a decrease in the use of expressive suppression emotion regulation skills
was observed from baseline to post intervention (Cohen’s d = -0.39), which further decreased by
follow up (baseline to follow Cohen’s d = -0.45).
Based on youth report of interpersonal effectiveness skill use with parents, a medium
effect was found for decreased in problematic communication with parents from baseline to post
intervention among all Intervention Completers (Cohen’s d = 0.31). Open communication with
parents was also observed to decrease from baseline to post intervention (Cohen’s d = -0.19),
yielding minimal effect for the PACS total communication score (Cohen’s d = 0.02). Among
Follow-Up Completers, a medium effect size was also observed from the decrease in problem
communication from baseline to post intervention (Cohen’s d = 0.37), and this was observed to
increase to a large effect size by follow up (baseline to follow up Cohen’s d = 1.06). A minimal
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effect was found for the decrease in open communication from baseline to post intervention
(Cohen’s d = -0.03), which was found to increase at follow up (baseline to follow up Cohen’s d
= -0.19). A small effect was found for the increase in overall parent-adolescent communication
from baseline to post intervention (Cohen’s d = 0.15), and a medium effect size for increases
from baseline to follow up (Cohen’s d = 0.30). All changes in skill acquisition among all
Intervention Completers can be found in table 5. All changes in skill acquisition among only
Follow-Up Completers can be found in table 6.
Acceptability and Feasibility Aims
Acceptability Questionnaires. Based on responses to the intervention acceptability
questions, 86.7% of participants who completed the intervention reported they would be willing
to participate in the intervention again, while 93.3% reported they would suggest the intervention
to someone else with emotional overeating behaviors. One hundred percent of participants
reported using the skills to resist the urge to emotionally overeat, feeling confident in their ability
to use skills in the future, and finding the intervention helpful, whereas 93.3% reported planning
to use skills learned in the future. When reporting what was liked about the intervention, the
highest percentage reported their interactions with other group members (26.7%), and when
asked what they did not like about the intervention 66.7% reported liking everything (for full
breakdown of intervention acceptability questions, see table 9).
Based on responses to the cultural adaptation acceptability questions, 100% of
participants could relate to the scenarios used in session, could relate to other group members,
and felt that the skills were taught in a way they could relate to.
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Table 9
Acceptability of Emotional Overeating Intervention
Intervention Acceptability Questions
‘I would participate in this intervention again’
Yes
No
Don’t Know
‘I would suggest this intervention to a friend or family member with
emotional overeating’
Yes
No
Don’t Know
‘Over the last 10 weeks, I have used the skills I learned in group to resist my
urge to overeat when feeling bad or upset’
Yes
No
Don’t Know
‘I plan to continue using my skills to resist my urges to overeat when
feelings bad or upset in the future’
Yes
No
Don’t Know
‘I feel confident in my ability to use my skills to resist the urge to overeat
when feelings bad or upset’
Yes
No
Don’t Know
‘I found this intervention helpful’
Yes
No
Don’t Know
‘What is one thing you liked about the intervention?’
Atmosphere-No Judgments; Family Environment
Learning New Skills/New Ways to Control Self
Meeting Others/Interactions with Other/The Group
Being Able to Share Feelings/Everything Involving Emotions
Helped with Overeating and Being Healthy
Everything
‘What is one thing you DID NOT like about the intervention?’
Started Late
Got Gift Cards, Not Money
No Handout Provided Every Week
Should be longer
N/A-Liked Everything
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Frequencies
13 (86.7%)
0 (0.0%)
2 (13.3%)
14 (93.3%)
0 (0.0%)
1 (6.7%)
15 (100.0%)
0 (0.0%)
0 (0.0%)
14 (93.3%)
0 (0.0%)
1 (6.7%)
15 (100.0%)
0 (0.0%)
0 (0.0%)
15 (100.0%)
0 (0.0%)
0 (0.0%)
2 (13.3%)
3 (20.0%)
4 (26.7%)
3 (20.0%)
2 (13.3%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
2 (13.3%)
10 (66.7%)

Comparatively, 93.3% felt that the intervention was respectful of their cultural background and
the intervention structure (i.e., meeting once a week for an hour) was doable, whereas 80.0% felt
the intervention considered their individual experience related to their culture. When asked how
they would change the intervention, 66.7% reported nothing needed to be done to make the
intervention more responsive to their culture. Notably, on this questionnaire 46.7% reported they
did not prefer the group to one-one-one meetings, which varied from the responses in the
qualitative exit interview (detailed below; for full breakdown of cultural adaptation acceptability
questions, see table 10).
Based on participants report on the DBT-SRS, ratings of helpfulness for various
components of the intervention ranged from somewhat helpful to extremely helpful. Specifically,
mean ratings of the biosocial model, DBT assumptions, and the wave skills all fell within the
somewhat helpful (3) to very helpful (4) range. Mean ratings of the mindfulness activities, selfsoothing, radical acceptance, what and how skills, mindful eating, states of mind, wise mind
ACCEPTS, opposite action, DEAR MAN, GIVE, FAST, weekly homework, and weekly diary
card fell within the very helpful (4) to extremely helpful (5) range. Participants identified the two
most helpful skills learned to be mindful eating (rating = 4.73) and states of mind (rating = 4.73).
Learning the biosocial model (rating = 3.67) was rated as the least helpful component; however,
the mean rating still fell within the somewhat helpful range (see table 11 for full ratings).
Exit Interviews. Exit interviews were transcribed verbatim using an external, HIPAA
compliant and confidential transcription service. Verbatim responses were coded to calculate
frequency of responses. For questions that interviewers skipped over asking, responses were
coded as missing.
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Table 10
Acceptability of Cultural Adaptations of Emotional Overeating Intervention
Cultural Adaptation Acceptability Questions
‘I felt that the intervention was respectful of my cultural background’
Yes
No
Don’t Know
‘I felt that the intervention considered my experiences related to my culture
(race/ethnicity, gender, where I’m from)’
Yes
No
Don’t Know
‘I could related to the scenarios used in activities in session’
Yes
No
Don’t Know
‘I could related to other group members’
Yes
No
Don’t Know
‘I felt that the skills were taught in a way that I could understand and relate to’
Yes
No
Don’t Know
‘The intervention structure was doable for me (meeting once a week for an hour)’
Yes
No
Don’t Know
‘I prefer the group setting to individual one-on-one meetings’
Yes
No
Don’t Know
‘What is one thing you would change about the intervention to make it more
responsive to your culture?’
Start Earlier
Let Group Members Choose Own Topics
Asking Where Group Members are From
Different Day of the Week
Having More Group Members with Serious Conditions
Nothing
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Frequencies
14 (93.3%)
0 (0.0%)
1 (6.7%)
12 (80.0%)
1 (6.7%)
2 (13.3%)
15 (100.0%)
0 (0.0%)
0 (0.0%)
15 (100.0%)
0 (0.0%)
0 (0.0%)
15 (100.0%)
0 (0.0%)
0 (0.0%)
14 (93.3%)
0 (0.0%)
1 (6.7%)
6 (40.0%)
7 (46.7%)
2 (13.3%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
10 (66.7%)

Table 11
Acceptability of Treatment Components Based on DBT Skill Rating Scale
Treatment Component
Mean (SD)
Biosocial Model

3.67 (1.29)

DBT Assumptions

3.73 (1.34)

Mindfulness Activities

4.67 (0.62)

Self Soothing skill

4.60 (0.74)

Radical Acceptance skill

4.67 (0.62)

What and How Mindfulness skills

4.60 (0.51)

Mindful Eating skill

4.73 (0.46)

States of Mind (Rational Mind, Emotion Mind, Wise Mind)

4.73 (0.59)

Wise Mind ACCEPTS skill

4.20 (0.94)

The Wave skill

3.80 (1.37)

Opposite Action skill

4.47 (0.92)

DEAR MAN skill

4.47 (0.92)

GIVE skill

4.07 (1.10)

FAST skill

4.13 (0.99)

Weekly Homework

4.13 (1.25)

Weekly Diary Card

4.00 (1.31)

Note. 1 = Not at all Helpful; 2 = Slightly Helpful; 3 = Somewhat Helpful; 4 = Very Helpful; 5 =
Extremely Helpful
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Based on qualitative exit interviews, 100% of participants reported the emotional overeating
intervention was a good experience, used the skills over the course of the intervention to resist
the urge to emotionally overeat, found the intervention helpful, felt as though their cultural
background was respected, never felt as though their cultural background was ignored, thought
the skills were taught in a way they could understand, and reported that none of the content made
them uncomfortable. Further, 93.3% of participants reported that they would participate in the
program again, they would recommend the program to others with emotional overeating, that the
scenarios used in session felt applicable to their own life, that they could relate to the experiences
of other group members, and that they preferred the group setting to one-on-one meetings
(contradictory to the findings on the acceptability questionnaires detailed above, which noted no
preference). In addition, 86.7% identified the skills learned as the most useful part of program,
felt confident in their ability to use skills, noticed that the intervention was developed to be
respectful of diverse cultural backgrounds, felt that the research staff understood their cultural
background, felt that the images and materials were relatable to them, could relate to the
experiences shared by group leaders, and felt that the skills were taught in a way they could
relate to.
When asked to identify the least useful part of the program, the most prevalent response
was ‘nothing’ at 20.0% (i.e., everything was useful). Further, when asked what could be done to
improve the intervention, the most prevalent response was to include more sessions (26.7%),
followed by the recommendation not to change anything (20.0%). To follow up later in the
interview, participants were asked if 10 sessions was too much, too little, or just right, to which
46.7% reported it was too little (53.3% identified as just right); 26.7% suggested having 20-25
sessions, and 20.0% suggested 13-15 sessions. In addition, 13.3% of participants suggested
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meeting more than once a week. Of note this was not a question in the interview, and these
participants made this suggestions without prompting. When asked about session length, 33.3%
suggested sessions should be longer (20.0% 1.5 hours, 13.3% 2-2.5 hours).
When asked what would encourage others to attend the program, the most prevalent
response was to enhance advertisement of how helpful the skills are (26.7%). This was further
supported by responses to what group leaders did well, with the most prevalent response being
how they taught skills (66.7%). When asked to identify what group leaders could do to improve,
the most frequent answer was nothing (46.7%), followed by inclusion of more activities (13.3%).
In addition, the majority (53.3%) identified that the intervention was always respectful to their
cultural background, while 20.0% suggested making the groups more diverse, as they noticed
that all group members were Black (in some of the groups). Two of these participants (13.3%)
provided unprompted feedback that they appreciated that their group facilitators were of diverse
racial backgrounds (one self-identified as Black, another self-identified as White).
When focusing on skill acquisition and individual modules of the intervention, the skill
most frequently identified as the most helpful was radical acceptance (26.7%). For the individual
skills modules, 80.0% identified both the distress tolerance skills and mindfulness skills as either
helpful or very helpful, 73.4% identified mindful eating skills as helpful or very helpful, 66.7%
identified interpersonal effectiveness skills as helpful or very helpful, and 46.6% identified the
emotion regulation skills as helpful or very helpful. Further 93.4% identified the lesson activities
used in session to be helpful or very helpful, 73.4% identified completion of diary cards as
helpful/very helpful, and 66.7% identified the weekly homework assignments as helpful/very
helpful. Lastly, when asked about utility of text message reminders, 53.3% stated it would be
helpful to get reminder text messages to compete diary cards, and 46.7% identified it would be
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helpful to get these reminders to complete weekly homework assignments. For full breakdown of
responses to Exit Interviews, see table 12.
Feasibility Data. Feasibility of the emotional overeating intervention was assessed based
on group member attendance, homework completion, and diary card completion each week.
Attendance percentages were calculated each week based on the group enrollment at that point in
the cycle. For example, in cycle 1 a group enrollment of n = 6 was used for sessions 2-4;
however, after session 4 three group members discontinued (due to absences, choosing to
discontinue, etc.). As such, after session 4, a group enrollment of n =3 was used to calculate
attendance percentages (see table 13 for details). Homework and diary card completion
percentages were calculated based on the number of participants in attendance that particular
session. Weekly mean attendance ranged from 75.8% (cycle 1) to 100.0% (cycle 5), weekly
mean homework completion was ranged from 66.9% (cycle 3) to 93.8% (cycle 5), and weekly
mean diary card completion ranged from 62.4% (cycle 2) to 100.0% (cycle 5). Complete
feasibility data is provided in table 13.
Fidelity Data. Based on fidelity checklists completed by group co-facilitators each week,
responses were coded for level of completion of each checklist item: Completely = 1, Partially =
0.5, Not At All = 0, and mean fidelity scores calculated for each cycle each week. Cycles were
found to have the following fidelity rates: Cycle 1 = 98.8%, Cycle 2 = 100.0%, Cycle 3 = 99.6%,
Cycle 4 = 97.6%, Cycle 5 = 99.2%.
Additional Findings. In addition to study aim data, measures of body mass index (BMI)
and ethnic identity (MEIM-R) were obtained. Among all Intervention Completers a minimal
effect size was found for decrease in BMI (Δ = 0.46; Cohen’s d = 0.04).
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Table 12
Exit Interviews Assessing Acceptability of Emotional Overeating Intervention
Exit Interview Acceptability Questions

Frequencies

‘Was it a good experience, or not a good experience?’
Good Experience
15 (100.0%)
Not Good Experience
0 (0.0%)
‘What was the most useful part of the program?’
Skills Learned
13 (86.7%)
Being with Other Kids in the Group
1 (6.7%)
All Useful
1 (6.7%)
‘What was the least useful part of the program?’
Weekly Mindfulness Activities
1 (6.7%)
Diary Card
2 (13.3%)
Homework
1 (6.7%)
‘Getting Mad/Upset With Self’
1 (6.7%)
Specific Skills: Interpersonal Effectiveness
1 (6.7%)
Specific Skills: Wise Mind
1 (6.7%)
Specific Skills: Wave Skill
2 (13.3%)
Money/Gift Cards
1 (6.7%)
Don’t Know/Request to Skip
2 (13.3%)
Nothing
3 (20.0%)
‘Knowing what you know now, would you participate in the program again?’
Yes
14 (93.3%)
Missing
1 (6.7%)
‘Would you recommend this program to others who are struggling with emotional overeating?’
Yes
14 (93.3%)
Missing
1 (6.7%)
‘Over the last 10 weeks, have you used any of the skills learned in group to resist the urge to
overeat when feeling bad or upset?’
Yes
15 (100.0%)
‘How often?’
Daily
2 (13.3%)
Weekly
1 (6.7%)
3 Days Per Week
1 (6.7%)
4 Days Per Week
1 (6.7%)
Missing
10 (66.7%)
‘Do you feel confident in your ability to use the skills learned in group to resist the urge to
overeat when feeling bad or upset in the future?’
Yes
13 (86.7%)
Somewhat
1 (6.7%)
Missing
1 (6.7%)
‘Did you find the intervention helpful?’
Yes
15 (100.0%)
!
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Table 12 (Continued)
Exit Interviews Assessing Acceptability of Emotional Overeating Intervention
Exit Interview Acceptability Questions
‘In what ways do you think the program can be improved or changed?’
More Sessions
Provide Handouts
Make Homework More Interactive
Get Permanent Room*
Start Earlier
Meet on Different Day (Not Saturday)**
Not Using Raisins (Specific Mindfulness Activity)
Don’t Know
Don’t Change Anything
‘What do you think would encourage others to attend the program?’
Advertise: How Helpful Skills Are
Advertise: How Fun the Group Is
Advertise: No Judgment Environment
Advertise: Gift Cards
Advertise Using Commercials or Flyers
Have Former Group Members Co-Facilitate Future Groups
Add More Lessons
Use Money Rather than Gift Cards
Nothing-Personal Decision to Attend
‘What did your group leader do particularly well?’
Able to Connect/Engage Group Members
Taught Skills/Made Lessons Understandable
Made it Fun
‘In what ways do you think that your group leader could improve?’
Include More/Longer Activities
Provide Handouts
Start Meetings on Time
Co-Facilitator Talking More
Have Facilitator and C0-Facilitator Switch Roles Each Week
Not Allowing Awkward Quiet Breaks (Due to Shyness) to Prolong
Don’t Know
Nothing
‘What was the most helpful skill you learned in session?’
Radical Acceptance
Mindful Eating
Mindfulness
Riding the Wave
Interpersonal Effectiveness (specifically DEARMAN)
Opposite Action
Wise Mind/States of Mind
Missing
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Frequencies
4 (26.7)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
2 (13.3%)
3 (20.0%)
4 (26.7%)
1 (6.7%)
2 (13.3%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
3 (20.0%)
4 (26.7%)
10 (66.7%)
1 (6.7%)
2 (13.3%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
1 (6.7%)
7 (46.7%)
4 (26.7%)
2 (13.3%)
2 (13.3%)
2 (13.3%)
2 (13.3%)
1 (6.7%)
1 (6.7%)
1 (6.7%)

Table 12 (Continued)
Exit Interviews Assessing Acceptability of Emotional Overeating Intervention
Exit Interview Acceptability Questions

Frequencies

‘How helpful or not helpful did you find the information on Distress Tolerance?’
Very Helpful
4 (26.7%)
Helpful
8 (53.3%)
Somewhat Helpful
2 (13.3%)
Missing
1 (6.7%)
‘How helpful or not helpful did you find the information on Mindfulness?’
Very Helpful
7 (46.7%)
Helpful
5 (33.3%)
Somewhat Helpful
2 (13.3%)
Missing
1 (6.7%)
‘How helpful or not helpful did you find the information on Mindful Eating?’
Very Helpful
7 (46.7%)
Helpful
4 (26.7%)
Somewhat Helpful
2 (13.3%)
Missing
2 (13.3%)
‘How helpful or not helpful did you find the information on Emotion Regulation?’
Very Helpful
5 (33.3%)
Helpful
2 (13.3%)
Somewhat Helpful
6 (40.0%)
Not Helpful
1 (6.7%)
Missing
1 (6.7%)
‘How helpful or not helpful did you find the information on Interpersonal Effectiveness?’
Very Helpful
3 (20.0%)
Helpful
7 (46.7%)
Somewhat Helpful
1 (6.7%)
Not Helpful
2 (13.3%)
Missing
2 (13.3%)
How helpful or not helpful were the lesson activities in each session?’
Very Helpful
7 (46.7%)
Helpful
7 (46.7%)
Missing
1 (6.7%)
How helpful or not helpful were the weekly homework assignments to practice your skills out of
session?’
Very Helpful
3 (20.0%)
Helpful
7 (46.7%)
Somewhat Helpful
4 (26.7%)
Not Helpful
1 (6.7%)
!
!
!
!
!
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Table 12 (Continued)
Exit Interviews Assessing Acceptability of Emotional Overeating Intervention
Exit Interview Acceptability Questions

Frequencies

Would it have been helpful to get text message reminders to complete homework during the
week?’
Yes
7 (46.7%)
No
2 (13.3%)
Maybe
2 (13.3%)
Missing
4 (26.7%)
‘If yes, how often?”
Once a Day
1 (6.7%)
3 Times Per Week
3 (20.0%)
1-2 Times Per Week
5 (33.3%)
Missing
6 (40.0%)
‘How helpful or not helpful was completing your diary cards each day?’
Very Helpful
1 (6.7%)
Helpful
10 (66.7%)
Somewhat Helpful
3 (20.0%)
Not Helpful
1 (6.7%)
‘Would it have been helpful to get text message reminders to complete your diary card during the
week?’
Yes
8 (53.3%)
No
2 (13.3%)
Missing
5 (33.3%)
‘If yes, how often?’
Once a Day
2 (13.3%)
3 Times Per Week
2 (13.3%)
1-2 Times Per Week
3 (20.0%)
Missing
8 (53.3%)
‘Did you think that 10 sessions was too much, too little, or just right?’
Just Right
8 (53.3%)
Too Little
7 (46.7%)
‘If you thought there were too many or too few sessions, how many do you think the group
should be?”
20-25
4 (26.7%)
13-15
3 (20.0%)
Missing
8 (53.3%)
Participant suggested meeting more than once per week (without prompting)?
2-3 Times per Week
2 (13.3%)
Missing
13 (86.7%)
‘Should the sessions be longer or short?’
No (Should Stay at One Hour)
10 (66.7%)
Longer
5 (33.3%)
!
!
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Table 12 (Continued)
Exit Interviews Assessing Acceptability of Emotional Overeating Intervention
Exit Interview Acceptability Questions

Frequencies

‘If longer or shorter, how long do you think they should be?’
2-2.5 Hours
2 (13.3%)
1.5 Hours
3 (20.0%)
Missing
10 (66.7%)
‘Did you notice the intervention was respectful of diverse cultural backgrounds (race, gender,
where you’re from, etc.)?’
Yes
13 (86.7%)
No
1 (6.7%)
Don’t Know
1 (6.7%)
‘Overall, did you feel your cultural background was respected?’
Yes
15 (100.0%)
‘Did it ever feel like your cultural background was being ignored?’
No
15 (100.0%)
‘How could the intervention have been more respectful to your cultural background?’
Could Be More Diverse-All Group Members Were Black
3 (20.0%)
Don’t Know
2 (13.3%)
Not Possible-Always Respectful
8 (53.3%)
Missing
2 (13.3%)
‘Did you feel that research staff understood your cultural background?’
Yes
13 (86.7%)
Somewhat
2 (13.3%)
‘Did the scenarios used in session activities feel applicable or relatable to your own life?’
Yes
14 (93.3%)
Sometimes
1 (6.7%)
‘Did you feel the images and materials used in session were relatable to you?’
Yes
13 (86.7%)
Sometimes
1 (6.7%)
Don’t Know
1 (6.7%)
‘Could you relate to the experiences of other group member?’
Yes
14 (93.3%)
Sometimes
1 (6.7%)
‘What about the experiences shared by your group leader?’
Yes
13 (86.7%)
No
1 (6.7%)
Missing
1 (6.7%)
‘Did you think the skills were taught in a way that you could understand?’
Yes
15 (100.0%)
‘How about in a way you could relate to?
Yes
13 (86.7%)
Missing
2 (13.3%)
!
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Table 12 (Continued)
Exit Interviews Assessing Acceptability of Emotional Overeating Intervention
Exit Interview Acceptability Questions
Frequencies
‘Did you prefer the group setting, or would you have preferred one-one-one meeting?’
Group
14 (93.3%)
One-on-One
1 (6.7%)
‘Did anything about the content of the sessions make you uncomfortable, or did you find any of
the topics of discussion offensive?’
No
15 (100.0%)
Note. *Group location moved within the hospital due to scheduling conflicts. ** Alternative
meeting days offered-family opted for Saturday meetings.
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83%
67%
33%
100%
67%
100%
100%
33%
100%
75%
75%
33%
100%
100%
100%
67%
100%
100%
83%
83%
50%
100%

Cycle 1 (50% attrition)
Session 2
Session 3
Session 4
Session 5
Session 6
Session 7
Session 8
Session 9
Session 10

Cycle 2 (25% attrition)
Session 2
Session 3
Session 4
Session 5
Session 6
Session 7
Session 8
Session 9
Session 10

Cycle 3 (50% attrition)
Session 2
Session 3
Session 4
Session 5
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!
!

-100%
67%
67%

-100%
100%
100%
100%
33%
100%
33%
100%

-100%
50%
100%
100%
100%
100%
100%
33%

-100%
67%
67%

-33%
100%
33%
67%
33%
100%
33%
100%

-100%
50%
100%
100%
100%
100%
100%
33%

Feasibility of the Emotional Overeating Intervention Based on Attendance and Homework/Diary Card Completion
Attendance
Homework Completion
Diary Card Completion

Table 13

100%
100%
100%
100%
100%
100%
100%
100%
100%

Cycle 5 (0% attrition)
Session 2
Session 3
Session 4
Session 5
Session 6
Session 7
Session 8
Session 9
Session 10

-100%
100%
100%
50%
100%
100%
100%
100%

-67%
100%
75%
75%
67%
100%
75%
75%

67%
67%
100%
0%
67%

-100%
100%
100%
100%
100%
100%
100%
100%

-67%
100%
75%
100%
67%
100%
75%
75%

67%
67%
100%
0%
67%
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Note. Cycle 1 start n = 6; reduced to n = 3 after session 4. Cycle 2 Start n = 4; reduced to n = 3 after session 3. Cycle 3 start n = 6;
reduced to n =3 after session 3. Cycle 4 start n = 6, reduced to n = 4 after session 3. Cycle 5 n = 2.

100%
100%
75%
100%
100%
75%
100%
100%
100%

100%
100%
100%
100%
100%

Cycle 4 (33% attrition)
Session 2
Session 3
Session 4
Session 5
Session 6
Session 7
Session 8
Session 9
Session 10

Session 6
Session 7
Session 8
Session 9
Session 10

Feasibility of the Emotional Overeating Intervention Based on Attendance and Homework/Diary Card Completion
Attendance
Homework Completion
Diary Card Completion

Table 13 (Continued)

Similarly among Follow-Up Completers, a minimal effect size was found for the decrease from
baseline to post intervention (Δ = 0.60; Cohen’s d = 0.06), which was partially maintained at
follow up (baseline to follow up Δ = 0.28; Cohen’s d = 0.03).
On the MEIM-R, a measure of ethnic identity, a medium effect size was found among all
Intervention Completers in increases in total score (Cohen’s d = 0.36). On the subscales of the
MEIM-R, a large effect size was found for increase in scores on the exploration scale (Cohen’s d
= 0.90); however, a decrease was found on the commitment subscale (Cohen’s d = 0.29; small
effect size). Among only Follow-Up Completers, a large effect size was found for increases on
the total score of the MEIM-R from baseline to post intervention (Cohen’s d = 0.96), which was
only partially maintained at follow up (baseline to follow up Cohen’s d = 0.34). A medium effect
size was found for the increase in scores on the exploration subscale from baseline to post
intervention for this subsample (Cohen’s d = 0.49), which was found to be maintained at follow
up (baseline to follow up Cohen’s d = 0.48). In contrast to the full intervention sample, within
the Follow-Up Completers subsample increases in the scores from baseline to post intervention
were found for the commitment subscale (Cohen’s d = 0.59); however, these changes were not
maintained at follow up. Additional findings for the full intervention sample can be found in
table 5 and for the subsample completing follow-up see table 6.
Discussion
Mean changes from baseline to post intervention and baseline to follow up for both youth
self-report and caregiver report were found. This is indicative of preliminary evidence of efficacy
of the Emotional Overeating Intervention for decreasing disordered eating behaviors, consistent
with the emerging literature supporting the use of DBT to treat BED in adolescence (Fischer &
Peterson, 2015; Safer et al., 2007; Salbach-Andrae et al., 2008). Further, these findings show that
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use of a condensed DBT skills intervention shows promise as a viable intervention approach,
consistent findings in the use of condensed DBT skills intervention in adults with BED
symptomatology (Erb et al., 2013), and more recently in adolescents with more general health
risk behaviors (though not in the context of disordered eating; Memel, 2012; Nelson-Gray et al.,
2006; Ricard et al., 2013; Zapolski & Smith, 2016). One exception to these findings was that of
the restraint subscale of the EDE-Q, which actually increased from baseline to post intervention
and follow up.
One possible explanation for the consistent and surprising findings on the restraint
subscale is that consistent with the affect regulation model (compared to CBT’s restraint model)
underlying this culturally responsive intervention, we did not hypothesize that restraint behaviors
would be elevated in the target participants. More consistent with the theory underlying this
intervention (Safer et al., 2009), we hypothesized that emotional overeating and binge eating
behaviors among Black youth was not driven by a cycle of restriction and binging, but rather as
an attempt to soothe negative emotions (Tanofsky-Kraff et al., 2007). As such, it makes sense
that retstraint behaviors among participants did not decrease, as this was not a target of the
intervention and is consistent with the theoretical conceptualization of the intervention. Another
possible disparate explanation for this finding is that participants may very well have been
engaging in restraint behaviors that were effective for controlling their eating behaviors. Though
some items on this subscale are clearly indicative of problematic eating (e.g., ‘Have you gone for
long periods of time [8 waking hours or more] without eating anything at all in order to influence
your shape or weight?’), other items could be construed as more effective mindful eating
practices (e.g., ‘Have you been deliberately trying to restrict the amount of food you eat to
influence your shape or weight [whether or not you have succeeded]?’, ‘Have you tried to
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exclude from your diet any foods that you like in order to influence your shape or weight
[whether or not you have succeeded]?’). Further, some behaviors on this scale could be viewed
as effective attempts at gaining control of one’s eating, versus problematic restraint behaviors
used to influence weight and shape (Fairburn, 2008). Due to these differing, yet both plausible
explanations, these findings would need to be replicated and/or measured more objectively
before further implications should be made.
In addition to the findings related to disordered eating behaviors, both self-report and
caregiver report support the preliminary efficacy of the Emotional Overeating Intervention at
improving a number of domains of psychological functioning among adolescents. These findings
are consistent with the extensive literature supporting the use of DBT as an intervention modality
to increase effectiveness and psychological functioning among adolescents (Miller et al., 2006,
Rathus & Miller, 2014), and findings supporting use of condensed skill modalities to do so
(Memel, 2012; Nelson-Gray et al., 2006; Ricard et al., 2013; Zapolski & Smith, 2016).
Despite these improvements with regard to disordered eating behaviors and more general
psychological functioning, participants reported small to minimal DBT skill acquisition through
the intervention. As similar DBT skills based intervention both with youth more generally
(Memel, 2012; Nelson-Gray et al., 2006; Ricard et al., 2013; Zapolski & Smith, 2016) and with
adults with BED symptomatology (Erb et al., 2013) focus outcome results mainly on primary
aims (e.g., decreases in disordered eating, improvements to behavioral outcomes), skill
acquisition is surprisingly not always measured and/or reported. As such, it is difficult to place
these findings in the context of other studies. However, based on qualitative self-report in
session, and completion of weekly homework assignments and diary cards, participants did in
fact report skill acquisition and use throughout the intervention. Similar to the findings related to
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restraint eating behaviors, these findings should be replicated with additional and alternative
objective measures of skill acquisition prior to conclusions about skill acquisition via the
intervention be made.
Acceptability measures collected both through quantitative questionnaires and qualitative
interviews suggest that the intervention was highly acceptable to participants both generally, and
with regard to the interventions’ culturally responsive adaptations. As all participants identified
as Black, were in the adolescent developmental age range, and of variable SES, cultural
adaptations were utilized to engage participants and make the intervention responsive to these
varying facets of their cultural identity. Based on participants’ engagement through attendance
records, completion of homework, and completion of diary cards, as well as facilitator fidelity to
the intervention protocol, the Emotional Overeating Intervention is a feasible intervention to
implement and disseminate. It is notable that from initial baseline to post intervention, 50%
attrition was found. This attrition rate is consistent with the field of pediatric weight management
studies, which demonstrate between a 27%-73% attrition rate (Skelton & Beech, 2011). Though
not specifically a weight management study, there is comparable overlap as the intervention was
presented to participants as a means to increase control of mood and eating behaviors. Further, as
the majority of participants were recruited from a weight management clinic, similar to the
aforementioned studies of comparable attrition rates.
Strengths
The present study has a number of notable strengths. First, there is a strong theoretical
basis supporting the intervention (Iacovino et al., 2012; Wiser & Telch, 1999). Although
empirical research on the efficacy of DBT for treating BED in racial and ethnic minority youth is
lacking, the theoretical basis is very strong (Brooks, 2016; Taylor et al., 2007). Secondly,
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although the homogeneity of the study sample could be viewed as a limitation, true to the
dialectical view, the use of a solely minority population can also be viewed as a strength of the
study. Research on the efficacy of DBT for BED behaviors in adolescents has been in
predominantly White samples (Fischer & Peterson, 2015; Salbach-Andrae et al., 2008). As a
goal of the present study was to develop and adapt a culturally responsive intervention, having a
sample that was completely representative of racial minority populations provided a unique
perspective regarding acceptability of the cultural adaptations.
Third, the inclusion of males in the present study contributes to this study’s innovation.
Despite the fact that 4.1% of Black males have engaged in an objective binge episode at some
point in their lives (Marques et al., 2011), the majority of studies on BED treatment focus solely
on female populations, and all research on DBT for BED in adolescence has focused on female
only populations (Fischer & Peterson, 2015; Safer et al., 2007; Salbach-Andrae et al., 2009).
Study personnel considered a definition of cultural identity that encompasses a more wide range
of facets of diversity outside of only racial and ethnic factors, such as Hays’ (2008)
ADDRESSING (i.e., Age and generational influences, Developmental disability, Disability
acquired later in life, Religion and spiritual orientation, Ethnic and racial identity,
Socioeconomic status, Sexual orientation, Indigenous heritage, National origin, Gender)
framework. It was important to the study personnel in conceptualizing and designing the study to
be inclusive of different gender identities, as the behaviors being targeted in the intervention
affect both male and female adolescents.
In addition to being responsive to gender, a fourth strength of this intervention was the
conceptualization of a broader definition of cultural identity. The culturally responsive
adaptations went beyond racial and ethnic minority groups, and also included adaptations to be
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responsive to gender (e.g. inclusion of males), age (e.g., developmentally appropriate and
engaging session activities), and socioeconomic status (e.g., condensing the number of sessions
and offering flexible meeting times based on parents work schedules). By considering these
numerous cultural factors, it was possible to more aptly adapt the intervention for the target
population.
Limitations
Though yielding important findings for the field, the present study does have a number of
limitations that should be considered. First, we had a relatively small sample size for this pilot.
As research in a naturalistic medical setting tailored towards recruitment of participants with
greater barriers to treatment, potential difficulties with recruitment and retention were
anticipated. As such it was deemed appropriate as an uncontrolled pilot trial in the a priori
analytic plan to compare mean changes and effects sizes regardless of the number of participants
who completed the intervention. The original goal N was 40 participants. Though 30 participants
did complete baseline, only 15 participants completed the intervention. Based anecdotally on
interactions via phone with the caregivers of those participants lost to follow-up, the predominant
reason for withdrawal from the study was inability to attend sessions due to logistical barrier
(e.g., parent work schedule prohibiting transportation, cost prohibiting transportation, limited
access to vehicles for transportation, etc.). This would suggest that alternative dissemination
modalities (such as electronically via telehealth methods), may be of benefit. However, as those
who completed the intervention identified their interactions with group members to be one of the
most important parts of treatment, further evaluation is needed to determine how best to balance
the benefit of the group format, with the ability to disseminate further and reach those with more
barriers to treatment.
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Another limitation is the uncontrolled pilot trial study design. Though an important first
step for intervention development, uncontrolled pilot trials limit the conclusions that can be made
regarding intervention efficacy. Despite the promising study results supporting the preliminary
efficacy of the emotional overeating intervention, the lack of a control group means that the
efficacy of the intervention cannot be confidently established, and future iterations should strive
to replicate and extend with a more controlled trial to establish efficacy of the intervention.
A third limitation lies in the sample homogeneity. As noted in exit interviews,
participants observed the lack of diversity of their groups (i.e., that all group members were
Black), and identified greater diversity of groups as an intervention improvement area. Although
recruitment was not limited based on identified racial/ethnic background, as recruitment occurred
in a naturalistic setting in which Black individuals represented the majority of the treatment
population, the sample was homogenous. Thus, on one hand this sample allowed for the
examination of how the affect regulation model may be most appropriate for Black adolescents,
as was hypothesized; however, generalizability of findings are also limited.
Implications
This study contributes to an area of research where literature is lacking. Based on the
theory of the affect regulation model of binging and emotional overeating behaviors (Safer et al.,
2009), using DBT to target binge eating and emotional overeating in adolescents is a rational
treatment approach; however, research is in its infancy in this area (Fischer & Peterson, 2015;
Safer et al., 2007; Salbach-Andrae et al., 2009). Thus, this study contributes evidence of
preliminary efficacy of such an approach through the implementation of an uncontrolled trial.
Thus far research on DBT for adolescents with binge eating behaviors has involved the
use of more intensive modalities (Fischer & Peterson, 2015; Safer et al., 2007l Salbach-Andrae
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et al., 2009). Study findings support the preliminary efficacy of a condensed, DBT adapted
intervention to reduce such behaviors, as has been supported in adults (Erb et al., 2013; Klein et
al., 2013). This has the potential to increase scalability, such that the intervention may be
disseminated to a larger number of youth with fewer available economic resources. Specifically,
for many individuals, attending one group session a week is a more accessible treatment
approach than more intensive treatments. This may allow for greater reach and impact to a
myriad of underserved youth and families.
Clinical Significance
This study has important clinical significance for both participants in the present study,
and those in future iterations. With regards to significance for participants, the overall research
goal of this intervention corresponded with the treatments goals of participants: to reduce
disordered eating behaviors and improve psychological functioning. Although skill acquisition
based on objective measures were found to be minimal, it may be that the measures used did not
aptly assess the skills acquired. Participants’ reports in the qualitative exit interviews,
acceptability questionnaires, and through homework and diary card completion suggest that
participants did find the skills learned helpful. Skills learned may be applicable after their
completion of the intervention to reduce emotionally driven overeating behaviors throughout
their lives. Further, many of the skills taught in the groups are generalizable to other problem
behaviors, in order to increase participants’ effectiveness in their lives.
Further, this pilot intervention for emotional overeating has the potential to serve as a
prevention measure for future development of binge eating behaviors and diagnosis of BED. As
previously addressed, research has evidenced relations between subclinical eating disordered
behavior in youth and meeting full criteria for eating disorders, such as BED, in adulthood (Field
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et al., 2012; Herpertz-Dahlmann et al., 2015; Schlüter et al., 2015). By intervening when
problematic eating behaviors are less severe, there is the possibility of decreasing the mental and
physical health complications of disordered eating behaviors. Specifically, by preventing
increases in severity of the eating disordered behavior, an impact might also be made by
decreasing the public health cost and burden.
Future Directions
Additional Follow Ups. Included in the IRB approved by UTHSC and the informed
consent document (see Appendix M), is the approval for follow-up assessment at 6-month and
12-month post treatment. To date, 6-month follow up data has been collected for three of the five
cycles, with collection for the fourth and fifth cycle in progress. The purpose of collecting more
longitudinal data is to assess if preliminary efficacy supported by the current project will be
maintained by participants at greater time intervals. Assessing gains at longer time intervals will
provide insight into how future iterations of this intervention should be adapted. For example,
should treatment gains not be maintained, this will inform the need to adapt the treatment length
before conducting future intervention trials or suggest the need to incorporate booster sessions.
Comparatively, if treatment gains are maintained, progression toward next steps via a more
controlled trial of this style of group-based skill intervention for emotional overeating behaviors
might be warranted.
EOI as a Multi-Site Study. As of February 2017, EOI has developed into a multi-site
study, as it is currently being implemented in its current iteration at Boston Children’s Hospital
(BCH). IRB approval was obtained through Harvard Medical School, the academic institution
affiliated with BCH, and assessments occurred in February and March, and the first cycle began
March 27, 2017. This expansion into a multi-site pilot study will allow for not only increased
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recruitment, but may also lend to extending the generalizability of the findings. Recruitment at
BCH may provide a more diverse sample with regards to racial and ethnic background, and will
allow to assess feasibility and acceptability of the intervention in a city with differing resources
that may impact barriers to treatment for participants. Specifically, as Boston is a city with more
frequently available and utilized public transportation, this may impact both youth and parental
involvement in the intervention.
Future Iterations and Adaptation. A number of next steps will be needed in order to
successfully establish efficacy and disseminate the treatment. First will be the replication of the
promising preliminary efficacy findings with a larger sample. Prior to replication, collaboration
between research personnel at both LBCH and BCH will occur in order to determine how the
intervention should be revised, such as the inclusion/exclusion of specific skills based on the
feedback from group members in the acceptability questionnaires and exit interviews. After
agreement has been reached on the curriculum of skills to be implemented in the next iteration,
replication of the study at both LBCH and BCH can occur with efforts to increase sample size.
After establishing preliminary efficacy with a larger sample size, future directions should include
implementation of a more controlled trial via an RCT with a waitlist control group to establish
efficacy.
It will be important for future iterations to explore the implementation of the Emotional
Overeating Intervention in a more racially and ethnically diverse sample. As detailed previously,
the affect regulation model is a theoretical framework used to explain subclinical and full criteria
binge eating behaviors. This culturally responsive theory for populations that do not necessarily
have the drive and pressure to be thin due to different idealized body shapes is more relevant for
racial and ethnic minorities. Although this is the case for Black youth, it is not limited to this
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racial/ethnic population. For example, Latino(a) youth also have a fuller idealized body shape
(Brooks, 2016; Taylor et al., 2007), and as such the affect regulation model and DBT may be a
more responsive theoretical model and treatment approach for these youth as well. Future
research should aim to explore if these findings can be replicated with Latino(a) youth, as well as
other racial/ethnic groups.
Another consideration for future iterations is decreasing attrition. Based on anecdotal
qualitative feedback from participants lost to follow up, youth were most frequently lost due to
logistical barriers to attending group (i.e., transportation not available, changes to parents’ work
schedules, etc.). This would suggest that alternative treatment modalities, such as telemedicine
may be of benefit; however, group members who completed the intervention identified the group
dynamic and their interactions with other group members to be an important aspect of the
treatment, implementation via telemedicine may lose this component. !
Conclusions
Support for the use of DBT for BED in adults is well established, though using DBT to
treat BED symptomatology in adolescents is still in its infancy. There is a dearth of literature
exploring use of a condensed DBT skills group to address subclinical and full threshold
disordered eating. Findings suggest that the emotional overeating intervention is both an
acceptable and feasible intervention to implement. The intervention has demonstrated
preliminary efficacy at decreasing disordered eating and improving psychological functioning in
youth endorsing emotional overeating behaviors. As an uncontrolled pilot trial, the present study
supports the continuation of the project, as such an intervention not only presents gains to the
individual, but also has the potential to address public health costs By identifying this effective
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model for disseminating this treatment to underserved populations through an alternative
modality, it provides a treatment approach more accessible to a myriad of families.
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Appendix A
What is ‘Emotional Overeating’?
Sometimes, people eat as a way to feel better, or deal with difficult feelings.
If you are between the ages of 14-18 and answer yes to any of the following questions,
you may be eligible for the Emotional Overeating Intervention:

1. Have you ever eaten an amount of food that is more than what most
teens your age would eat in the same amount of time?

NO
YES

2. Do you ever feel like you cannot control your eating?
(that means, feeling that you cannot stop eating, cannot control what
you are eating, or cannot control how much you are eating)

3. Do you ever eat lots of food when you do not feel hungry, or until you
are uncomfortably full?

NO
YES

NO
YES

4. Do you ever eat alone because you feel embarrassed by how much
you are eating?

NO
YES

5. Do you ever feel disgusted, depressed, or guilty after eating?

NO
YES

6. Do you ever feel really bad, or stressed out, because of your eating?

NO
YES
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Appendix B
Emotional Overeating Intervention Referral
Based on the screener you filled out, you may be eligible for our Emotional Overeating
Intervention (EOI)
What is Emotional Overeating?
• Emotional overeating is eating as a way to feel better, or deal with difficult feelings.
What is the purpose of this intervention?
• For you to learn Dialectical Behavior Therapy (DBT) skills in a group setting and
learn to reduce emotional overeating behaviors.
What is DBT?
• An effective treatment for people who have difficulty controlling their emotions and
behaviors.
• The goal is to reduce unwanted behaviors and replace with more skillful behaviors.
What is the benefit to you?
• Food can be a source of comfort. As a skill-based intervention, you will be learning
skills to help with emotionally-driven overeating behaviors.
• You will be learning how to decrease mindless eating behaviors and increase
mindful eating practices.
• This may help reduce your emotional suffering, allow you to take control of your
eating practices, and create a life worth living.
What do you get for participating?
• In addition to the skills you’ll be learning and support from your peer group
members, you can also earn gift cards for your participation ($5 for each group you
attend and participate in, with the possibility of earning a larger gift card at the end).
How long is the group?
• The EOI groups will meet for 10 weeks. The first session will be 2 hours and the last
session will be 2.5 hours. All other sessions will be 1 hour. You will be contacted at 3
months, 6 months, and 1 year after completing the groups to complete follow-up
questionnaires.
When do groups meet?
• We have different meeting times on different days, for your benefit. Please contact
us and we can find a group meeting that works for your schedule!
Where do the groups meet?
• Groups will meet at Le Bonheur Children’s Hospital – Main Campus and Le Bonheur
Outpatient Center – East Memphis
If interested, please contact our Principal Investigator:
Elvin Thomaseo Burton, Ph.D.
Phone: (901) 287-6884
Email: eoi@uthsc.edu
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Appendix C
Adolescent Measures
Participant ID: __________________________________________
DIRECTIONS: Thank you for agreeing to participate in our study! It will take about 1
hour to complete. As a reminder, your answers will be kept private and do not have any
impact on your activities at Le Bonheur Children's Hospital. These questions will be
about your thoughts, feelings, and experiences.
What is your first name?
_____________________________________
What is today’s date?
Month ____ Date ____ Year _____
What is your date of birth?
Month ____ Date ____ Year _____
How old are you?
! 14
! 15
! 16

! 17
! 18

Are you a girl or a boy?
! Boy
! Girl
How do you identify your gender?
! Boy
! Girl
! Transgender
! Not sure
! Decline to answer
What is the highest level of education you have completed?
! I have not completed high school
! I have a high school diploma, GED, or trade school certificate
! I have had some college or vocational school

120

If you have not completed high school, what is the highest level of education you have
completed?
! N/A-I have completed high school
! 6
! Kindergarten
! 7
! 1
! 8
! 2
! 9
! 3
! 10
! 4
! 11
! 5
What is your religion?
! None
! Anglican
! Baptist
! Catholic
! Methodist (including African Methodist Episcopal [AME]/Presbyterian)
! Muslim
! Nondenominational
! Pentecostal
! 7th Day Adventist
! Other: ____________________
Are you Spanish/Hispanic/Latino(a)?
! Yes
! No
What racial group(s) do you most identify with (please select all that apply)?
! American Indian or Alaska Native
! African-American or Black
! Asian
! Native Hawaiian or Other Pacific Islander
! White or European American
! Biracial or Multiracial: ____________________
! Some other race, please specify: ____________________
How many adults (18 years of age or older) currently live in your home?
_________________________
How many children under age 18 (biological, stepchildren, adopted and other children),
including yourself, are currently living in your home?
_________________________
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MEIM-R
DIRECTIONS: In this country, people come from many different countries and cultures, and there are
many different words to describe the different backgrounds or ethnic groups that people come from.
Some examples of the names of ethnic groups are Hispanic or Latino, Black or African American,
Asian American, Chinese, Filipino, American Indian, Mexican American, Caucasian or White, Italian
American, and many others. These questions are about your ethnicity or your ethnic group and how
you feel about it or react to it. Please write and circle your answers to the questions below about your
ethnic group(s) and how you feel about it.
In terms of ethnic group(s), I consider myself to be ___________________________

1. I have spent time trying to
find out more about my
ethnic group, such as its
history, traditions, and
customs.
2. I have a strong sense of
belonging to my own
ethnic group.
3. I understand pretty well
what my ethnic group
membership means to me.
4. I have often done things
that will help me
understand my ethnic
background better.
5. I have often talked to other
people in order to learn
more about my ethnic
group.
6. I feel a strong attachment
towards my own ethnic
group.

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5
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EES-C
DIRECTIONS: We all react to different feelings in different ways. Some types of feelings
make us want to eat. Please let us know how much the following feelings make you
want to eat by checking the appropriate box. After checking the appropriate box, please
respond in the last column with how many days of week you eat because of feeling that
way.
EXAMPLE
When I feel
this way:

I have
I have a
no
small
desire to desire to
eat
eat

I have a
moderate
desire to
eat

Starving

When I feel
this way:

I have a
I have a
very
strong
strong
desire to
desire to
eat
eat
X

I have
I have a
no
small
desire to desire to
eat
eat

I have a
moderate
desire to
eat

Resentful
Discouraged
Shaky
Worn Out
Not doing
enough
Excited
Disobedient
Down
Stressed out
Sad
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I have a
I have a
very
strong
strong
desire to
desire to
eat
eat

On average,
how many days
a week do you
eat because you
feel this way?
(0–7)
3

On average,
how many days
a week do you
eat because you
feel this way?
(0–7)

When I feel
this way:

I have
I have a
no
small
desire to desire to
eat
eat

I have a
moderate
desire to
eat

Uneasy
Irritated
Jealous
Worried
Frustrated
Lonely
Furious
On edge
Confused
Nervous
Angry
Guilty
Bored
Helpless
Upset
Happy
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I have a
I have a
very
strong
strong
desire to
desire to
eat
eat

On average,
how many days
a week do you
eat because you
feel this way?
(0–7)

EDE-Q
DIRECTIONS: The following questions are concerned with the past four weeks (28 day) only. Please read
each question carefully. Please answer all the questions. Thank you.
Questions 1 to 12: Please circle the appropriate number on the right. Remember that the questions only
refer to the past four weeks (28 days) only.
On how many of the past 28 days…
1. Have you been deliberately trying to
restrict the amount of food you eat
to influence your shape or weight
(whether or not you have
succeeded)?
2. Have you gone for long periods of
time (8 waking hours or more)
without eating anything at all in
order to influence your shape or
weight?
3. Have you tried to exclude from your
diet any foods that you like in order
to influence your shape or weight
(whether or not you have
succeeded)?
4. Have you tried to follow definite
rules regarding your eating (for
example, a calorie limit) in order to
influence your weight or shape
(whether or not you have
succeeded)?
5. Have you had a definite desire to
have an empty stomach with the aim
of influencing your shape or weight?
6. Have you had a definite desire to
have a totally flat stomach?
7. Has thinking about food, eating, or
calories made it very difficult to
concentrate on things you are
interested in (for example, working,
following a conversation, or
reading)?
8. Has thinking about shape or weight
made it very difficult to concentrate
on things you are interested in (for
example, working, following a
conversation, or reading)?
9. Have you had a definite fear of
losing control over eating?
10. Have you had a definite fear that
you might gain weight?
11. Have you felt fat?
12. Have you had a strong desire to
lose weight?

0 days

1-5
days

6-12
days

13-15
days

16-22
days

23-27
days

Every
day

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6
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Questions 13-18: Please fill in the appropriate number in the boxes on the right. Remember that the
questions only refer to the past four weeks (28 days).
13. Over the past 28 days, how many times have you eaten
what other people would regard as an unusually large
amount of food (given the circumstances)?
14. On how many of these times did you have a sense of
having lost control over your eating (at the time that you
were eating)?
15. Over the past 28 days, on how many DAYS have such
episodes of overeating occurred (i.e., you have eaten
an unusually large amount of food and have had a
sense of loss of control at the time)?
16. Over the past 28 days, how many times have you made
yourself sick (vomit) as a means of controlling your
shape or weight?
17. Over the past 28 days, how many times have you taken
laxatives as a means of controlling your shape or
weight?
18. Over the past 28 days, how many times have you
exercised in a “driven” or “compulsive” way as a means
of controlling your weight, shape or amount of fat, or to
burn off calories?

____________________
____________________

____________________
____________________
____________________
____________________

Questions 19-21: Please circle the appropriate number. Please note that for these questions the term “binge
eating” means eating what other would regard as an unusually large amount of food for the circumstances,
accompanied by a sense of having lost control over eating.
19. Over the past 28 days, on how
many days have you eaten in
secret?
...Do not count episodes of binge
eating
20. On what proportion of the times
that you have eaten have you felt
guilt (felt that you’ve done wrong)
because of its effect on your
shape or weight?
...Do not count episodes of binge
eating
21. Over the past 28 days, how
concerns have you been about
other people seeing you eat?
… Do not count episodes of binge
eating

No
days

1-5
days

6-12
days

13-15
days

16-22
days

23-27
days

Every
day

1

2

3

4

5

6

None of
the
times

A few
of the
times

Less
than
half

Half of
the
times

More
than
Half

Most of
the time

0

1

2

3

4

0

Not at
all
0

Slightly
1
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2

5

Moderately
3

4

Every
time
6
Markedly

5

6

Questions 22-28: Please circle the appropriate number on the right. Remember that the questions only refer
to the past four weeks (28 days).
On how many of the past 28 days…
22. Has your weight influenced how you think
about (judge) yourself as a person?
23. Has your shape influenced how you think
about (judge) yourself as a person?
24. How much would it have upset you if you
had been asked to weigh yourself once a
week (no more, or less, often) for the next
four weeks?
25. How dissatisfied have you felt about your
weight?
26. How dissatisfied have you felt about your
shape?
27. How uncomfortable have you felt seeing
your body (for example, seeing your shape
in the mirror, in a shop window reflection,
while undressing or taking a bath or
shower)?
28. How uncomfortable have you felt about
others seeing your shape or figure (for
example, in communal changing rooms,
when swimming, or wearing tight clothes)?

Not at
all

Slightly

Moder
-ately

Markedly

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6
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EDE-CI
DIRECTIONS: Please answer the following items, which are also concerning the last 28
days.
Have you eaten much more rapidly than normal?
! Yes
! No
Have you eaten until you have felt uncomfortably full?
! Yes
! No
Have you eaten large amounts of food when you haven’t felt physically hungry?
! Yes
! No
Have you eaten alone because you have felt embarrassed about how much you were
eating?
! Yes
! No
Have you felt disgusted with yourself, depressed, or very guilty?
! Yes
! No
Have you felt distressed or upset about your episodes of eating?
! Yes
! No

128

BES
DIRECTIONS: Below are groups of numbered statements. Read all the statements in each group and
mark the one that best describes the way you feel about the problems you have controlling your eating
behavior.
1.

! I don’t feel self-conscious about my weight or body size when I’m with others.
! I feel concerned about how I look to others, but it normally does not make me feel
disappointed with myself.
! I do get self-conscious about my appearance and weight, which makes me feel
disappointed in myself.
! I feel very self-conscious about my weight frequently. I feel intense shame and disgust for
myself. I try to avoid social contacts because of my self-consciousness.

2.

! I don’t have any difficulty eating slowly in the proper manner.
! Although I seem to “gobble down” foods, I don't end up feeling stuffed because of eating too
much.
! At times, I tend to eat quickly and then, I feel uncomfortably full afterwards.
! I have the habit of bolting down my food, without really chewing it. When this happens I
usually feel uncomfortably stuffed because I’ve eaten too much.

3.

!
!
!
!

4.

! I don’t have the habit of eating when I’m bored.
! I sometimes eat when I’m bored, but often I’m able to “get busy” and get my mind off food.
! I have a regular habit of eating when I’m bored, but occasionally, I can use some other
activity to get my mind off eating.
! I have a strong habit of eating when I'm bored. Nothing seems to help me break the habit.

5.

! I’m usually physically hungry when I eat something.
! Occasionally, I eat something on impulse even though I really am not hungry,
! I have the regular habit of eating foods that I might not really enjoy, to satisfy a hungry
feeling even though physically, I don’t need the food.
! Even though I’m not physically hungry, I get a hungry feeling in my mouth that only seems
to be satisfies when I eat a food, like a sandwich that fills my mouth. Sometimes, when I eat
the food to satisfy my mouth hunger, I then spit the food out so I won’t gain weight.

6.

! I don't feel any guilt of self-hate after I overeat.
! After I overeat, occasionally I feel guilt of self-hate.
! Almost all the time I experience strong guilt or self-hate after I overeat.

I feel capable to control my eating urges when I want to.
I feel like I have failed to control my eating more than the average person.
I feel utterly helpless when it comes to feeling in control of my eating urges.
Because I feel so helpless about controlling my eating I have become very desperate about
trying to get in control.
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7.

! I don’t lose total control of my eating when dieting even after periods when I overeat.
! Sometimes when I eat a “forbidden food” on a diet, I feel like I “blew it” and eat even more.
! Frequently, I have the habit of saying to myself, “I’ve blown it now, why not go all the way”
when I overeat on a diet. When that happens, I eat even more.
! I have a regular habit of starting strict diets for myself, but I break the diets by going on an
eating binge. My life seems to be either a “feast” or “famine”.

8.

! I rarely eat so much food that I feel uncomfortably stuffed afterwards.
! Usually about once a month, I eat such a quantity of food, I end up feeling very stuffed.
! I have regular periods during the month when I eat large amounts of food, either at
mealtime or at snacks.
! I eat so much food that I regularly feel quite uncomfortable after eating and sometimes a bit
nauseous.

9.

! My level of caloric intake does not go up very high or go down very low on a regular basis.
! Sometimes after I overeat, I will try to reduce my caloric intake to almost nothing to
compensate for the excess calories I’ve eaten.
! I have a regular habit of overeating during the night. It seems that my routine is not to be
hungry in the morning but overeat in the evening.
! I have had week-long periods where I practically starve myself. This follows periods when I
overeat. It seems I live a life of either “feast or famine”.

10. ! I usually am able to stop eating when I want to. I know when “enough is enough”.
! Every so often, I experience a compulsion to eat which I cant seen to control.
! Frequently, I experience strong urges to eat which I seem unable to control, but at other
times I can control my eating urges.
! I feel incapable of controlling urges to eat. I have a fear of not being able to stop eating
voluntarily.
11. ! I don’t have any problems stopping eating when I feel full.
! I usually can stop eating when I feel full, but occasionally overeat leaving me feeling
uncomfortably stuffed.
! I have a problem stopping eating once I start and usually I feel uncomfortably stuffed after I
eat a meal.
! Because I have a problem not being able to stop eating when I want, I sometimes have to
induce vomiting to relieve my stuffed feeling.
12. ! I seem to eat just as much when I’m with others (family, social gathering) as when I’m by
myself.
! Sometimes when I’m with other persons, I don't eat as much as I want to eat because I’m
self-conscious about my eating.
! Frequently, I eat only a small amount of food when others are present, because I’m very
embarrassed about my eating.
! I feel so ashamed about overeating that I pick times to overeat when I know no one will see
me. I feel like a “closet eater”.
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13. !
!
!
!

I eat three meals a day with only an occasional between meal snack.
I eat 3 meals a day, but I also normally snack between meals.
When I am snacking heavily, I get in the habit of skipping regular meals.
There are regular periods when I seem to be continually eating, with no planned meals.

14. ! I don’t think much about trying to control unwanted eating urges.
! At least some of the time, I feel my thoughts are pre-occupied with trying to control my
eating urges.
! I feel that frequently I spend much time thinking about how much I ate or about trying not to
eat anymore.
! It seems to me that most of my waking hours are pre-occupied by thoughts about eating or
not eating. I feel like I’m constantly struggling not to eat.
15. !
!
!
!

I don’t think about food a great deal.
I have strong cravings for food but they last only for brief periods of time.
I have days when I cant seem to think about anything else but food.
Most of my days seem to be pre-occupied with thoughts about food. I feel like I live to eat.

16. ! I usually know whether or not I’m physically hungry. I take the right portion of food to satisfy
me.
! Occasionally, I feel uncertain about knowing whether or not I’m physically hungry. At these
times it’s hard to know how much food I should take to satisfy me.
! Even though I might know how many calories I should eat, I don't have any idea what is a
“norm” amount of food for me.
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CAMM
DIRECTIONS: We want to know more about what you think, how you feel, and what
you do. Read each sentence. Then, circle the number that tells how often each
sentence is true for you.

1. I get upset with myself for having feelings
that don’t make sense.
2. At school, I walk from class to class without
noticing what I’m doing.
3. I keep myself busy so I don’t notice my
thoughts or feelings.
4. I tell myself that I shouldn’t feel the way I’m
feeling.
5. I push away thoughts that I don’t like.
6. It’s hard for me to pay attention to only one
thing at a time.
7. I get upset with myself for having certain
thoughts.
8. I think about things that have happened in
the past instead of thinking about things that
are happening right now.
9. I think that some of my feelings are bad and
that I shouldn’t have them.
10. I stop myself from having feelings that I
don’t like.
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Never
True

Rarely
True

Sometimes
True

Often
True

Always
True

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2
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4

0

1

2
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4

0

1

2

3

4

0
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2

3

4

0

1

2

3

4

0

1

2

3
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0

1

2

3
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DTS
DIRECTIONS: Please rate how strongly you agree or disagree with the following
statements.
Agree
Strongly Mildly
and
Mildly Strongly
Disagree Disagree Disagree Agree Agree
Equally
1. Feeling distressed or upset is
unbearable to me.
2. When I feel distressed or upset, all I
can think about is how bad I feel.
3. I can’t handle feeling distressed or
upset.
4. My feelings of distress are so intense
that they completely take over.
5. There’s nothing worse than feeling
distressed or upset.
6. I can tolerate being distressed or
upset as well as most people.
7. My feelings of distress or being upset
are not acceptable.
8. l do anything to avoid feeling
distressed or upset.
9. Other people seem to be able to
tolerate feeling distressed or upset
better than I can.
10. Being distressed or upset is always a
major ordeal for me.
11. I am ashamed of myself when I feel
distressed or upset.
12. My feelings of distress or being upset
scare me.
13. I’ll do anything to stop feeling
distressed or upset.
14. When I feel distressed or upset, I must
do something about it immediately.
15. When I feel distressed or upset, I
cannot help but concentrate on how
bad the distress actually feels.
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2

1

5
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3
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1
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3
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4

3

2

1

5

4

3

2

1

5

4

3

2

1

5

4

3

2

1

5

4
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3
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1
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4

3

2

1

5

4

3

2

1

5

4

3

2

1
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ERQ-CA
DIRECTIONS: Please rate how strongly you agree or disagree with the following statements.
Strongly
Half and
Strongly
Disagree
Agree
Disagree
Half
Agree
1. When I want to feel happier, I think
about something different

1

2

3

4

5

2. I keep my feelings to myself.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

3. When I want to feel less bad (e.g.,
sad, angry, or worried), I think about
something different.
4. When I am feeling happy, I am careful
not to show it.
5. When I’m worried about something, I
make myself think about it in a way
that helps me feel better.
6. I control my feelings by not showing
them.
7. When I want to feel happier about
something, I change the way I’m
thinking about it.
8. I control my feelings about things by
changing the way I think about them.
9. When I’m feeling bad (e.g., sad, angry,
or worried), I’m careful not to show it.
10. When I want to feel less bad (e.g., sad
angry, or worried) about something, I
change the way I’m thinking about it.
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PACS
DIRECTIONS: Below are some statements about talking with your parent. Please indicate how
strongly you agree or disagree with each statement.
Strongly
Disagree
1. I can discuss my beliefs with my parent
without feeling restrained or embarrassed.
2. Sometimes I have trouble believing
everything my parent tells me.
3. My parent is always a good listener.
4. I am sometimes afraid to ask my parent
for what I want.
5. My parent has a tendency to say things to
me which would be better left unsaid.
6. My parent can tell how I'm feeling without
asking.
7. I am very satisfied with how my parent
and I talk together.
8. If I were in trouble, I could tell my parent.
9. I openly show affection to my parent.
10. When we are having a problem, I often
give my parent the silent treatment.
11. I am careful about what I say to my
parent.
12. When talking to my parent, I have a
tendency to say things that would be
better left unsaid.
13. When I ask questions, I get honest
answers from my parent.
14. My parent tries to understand my point of
view.
15. There are topics I avoid discussing with
my parent.
16. I find it easy to discuss problems with my
parent.
17. It is very easy for me to express all my
true feelings to my parent.
18. My parent nags/bothers me.
19. My parent insults me when he/she is
angry with me.
20. I don't think I can tell my parent how I
really feel about some things.

Mildly
Not Sure/
Disagree Neutral

Mildly
Agree

Strongly
Agree
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SPPA
(What I am Like)
DIRECTIONS: We have some sentences here and, as you can see from the top of your
sheet where it says “What I am like”, we are interested in what you are like-what kind of
a person you are like. There are no right or wrong answers. Since teenagers are very
different from one another, each group member may be putting down something
different.
These questions talk about two kinds of teenagers, and we want to know which
teenagers are most like you.
1. What we want you to decide first is whether you are more like the teenagers on the
left side, or whether you are more like the teenagers on the right side. Don’t mark
anything yet, but first decide which kind of teenager is most like you, and go to that
side of the sentence.
2. Now that you have decided which kind of teenager is most like you, we want you to
decide whether that is only sort of true for you, or really true for you. If it’s only sort of
true, then put an X in the box under ‘Sort of True for me’. If it’s really true for you,
then put an X in that box, under ‘Really True for me’.
3. For each sentence, you only check one box. Sometimes it will be on one side of the
page, another time it will be on the other side of the page, but you can only check
one box for each sentence. YOU DON’T CHECK BOTH SIDES, JUST THE ONE
SIDE MOST LIKE YOU. Please let us know if you have any questions.
Okay, here’s one for practice. After completing this practice question, please check in
with the person administering the questionnaire before going any further.

a.

Really
True
for Me

Sort of
True
for me

□

□

Some teenagers would
rather go to the movies

BUT
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Other teenagers would
rather go to a sports event

Really
True
for Me

Sort of
True
for me

□

□

What I am Like

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.

Really
True for
Me

Sort of
True for
me

□
□

□
□

□

□

□

□

□

□

□
□
□

□
□
□

□
□
□

□
□
□

□

□

□
□
□

□
□
□

Some teenagers find it
hard to make friends
Some teenagers know
how to make classmates
like them
Some teenagers don't
have the social skills to
make friends
Some teenagers
understand how to get
peers to accept them
Some teenagers know
how to become popular
Some teenagers are not
happy with the way they
look
Some teenagers wish
their body was different
Some teenagers wish
their physical appearance
was different
Some teenagers think that
they are good looking
Some teenagers really
like their looks
Some teenagers are often
disappointed with
themselves
Some teenagers don’t like
the way they are leading
their life
Some teenagers are
happy with themselves
most of the time
Some teenagers like the
kind of person they are
Some teenagers are very
happy being the way they
are

BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
BUT
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Other teenagers find it pretty
easy to make friends
Other teenagers don’t know
how to make classmates like
them
Other teenagers do have the
social skills to make friends
Other teenagers don’t
understand how to get peers
to accept them
Other teenagers do not
know how to become
popular
Other teenagers are happy
with the way they look
Other teenagers like their
body the way it is
Other teenagers like their
physical appearance the
way it is
Other teenagers think that
they are not very good
looking
Other teenagers wish they
looked different
Other teenagers are pretty
pleased with themselves
Other teenagers do like the
way they are leading their
life
Other teenagers are often
not happy with themselves
Other teenagers often wish
they were someone else
Other teenagers often wish
they were different

Really
True
for Me

Sort of
True
for me

□
□

□
□

□

□

□

□

□

□

□
□
□

□
□
□

□
□
□

□
□
□

□

□

□
□
□

□
□
□

MHLC-A

6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
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Strongly
Agree

5.

Moderately
Agree

4.

Having regular contact with my physician is the best way
for me to avoid illness.
Most things that affect my health happen to me by
accident.
Whenever I don't feel well, I should consult a medically
trained professional.
I am in control of my health.
My family has a lot to do with my becoming sick or staying
healthy.
When I get sick, I am to blame.
Luck plays a big part in determining how soon I will
recover from an illness.
Health professionals control my health.
My good health is largely a matter of good fortune.
The main thing which affects my health is what I myself
do.
If I take care of myself, I can avoid illness.
Whenever I recover from an illness, it's usually because
other people (for example, doctors, nurses, family, friends)
have been taking good care of me.
No matter what I do, I 'm likely to get sick.
If it's meant to be, I will stay healthy.
If I take the right actions, I can stay healthy.
Regarding my health, I can only do what my doctor tells
me to do.

Slightly
Agree

3.

Slightly
Disagree

2.

If I get sick, it is my own which determines how soon I get
well again.
No matter what I do, if I am going to get sick, I will get sick.

Moderately
Disagree

1.

Strongly
Disagree

DIRECTIONS: Each item below is a belief statement about your health with which you may agree or
disagree. Beside each statement is a scale which ranges from strongly disagree (1) to strongly agree (6). For
each item we would like you to circle the number that represents the extent to which you agree or disagree
with that statement. The more you agree with a statement, the higher will be the number you circle. The more
you disagree with a statement, the lower will be the number you circle. Please make sure that you answer
EVERY ITEM and that you circle ONLY ONE number per item.
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Appendix D
Caregiver Measures
Participant ID: __________________________________________
DIRECTIONS: Thank you for agreeing to participate in our study! It will take about 30
minutes to complete. As a reminder, your answers will be kept private and do not have
any impact on your child’s activities at Le Bonheur Children's Hospital. These questions
will be about you and your child’s thoughts, feelings, and experiences.
What is your child’s first name?
_____________________________________
What is today’s date?
Month ____ Date ____ Year _____
What is your child’s date of birth?
Month ____ Date ____ Year _____
How old is your child?
! 14
! 15
! 16
! 17
! 18
Is your child a girl or a boy?
! Boy
! Girl
How does your child identify his or her gender?
! Boy
! Girl
! Transgender
! Not sure
! Decline to answer
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Is your child Spanish/Hispanic/Latino(a)?
! Yes
! No
What racial group(s) do you most identify your child with (please select all that apply)?
! American Indian or Alaska Native
! African-American or Black
! Asian
! Native Hawaiian or Other Pacific Islander
! White or European American
! Biracial or Multiracial: ____________________
! Some other race, please specify: ____________________
What is your relationship to your child?
! Biological/birth mother
! Stepmother
! Adoptive mother
! Foster mother
! Grandmother
! Auntie
! Other: ____________________
! Biological/birth father
! Stepfather
! Adoptive father
! Foster father
! Grandfather
! Uncle
Is your child’s biological mother or father involved in his/her regular care?
! Biological mother is involved in care
! Biological father is involved in care
! Both Biological mother and father are involved in care
! Neither Biological mother or father are involved in care
Does your child’s biological mother or father live in the home with him/her?
! Biological mother lives in the home
! Biological father lives in the home
! Both biological mother and father live in the home
! Neither biological mother or father live in the home
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Do you consider yourself a single parent?
! Yes
! No

What is your age?
_______________
What is your sex?
! Male
! Female
What is the highest level of education you have completed?
! Did not finish high school
! High school diploma, GED, or trade school certificate
! Had some college or vocational school
! Got a college degree (Bachelor's degree)
! Got a graduate school or professional school degree
Are you currently:
! Not employed, looking for work
! Not employed, NOT looking for work
! Employed, part time
! Employed, full time
! Retired
! Disabled, unable to work

What is your current or most recent job?
_________________________________________
Which one of the following best describes your feelings?
! Completely heterosexual (attracted only to persons of the opposite sex)
! Mostly heterosexual (mainly attracted to persons of the opposite sex and slightly
attracted to persons of the same sex)
! Bisexual (equally attracted to men and women)
! Mostly homosexual (mainly attracted to persons of the same sex and slightly
attracted to persons of the opposite sex)
! Completely homosexual (gay/lesbian, attracted to persons of the same sex)
! Not sure
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What is your current relationship status?
! Single/Not dating anyone exclusively
! Dating/Have a partner but living separately
! Living with a partner
! Married
! Separated
! Divorced
! Widowed
! Other ____________________
What is the total household income per year from all sources in the home where your
child lives?
! < $5,000
! $5,001 - $10,000
! $10,001 - $15,000
! $15,001 - $20,000
! $20,001 - $30,000
! $30,001 - $40,000
! $40,001 - $50,000
! $ 50,001-$70,000
! $70,001-$100,000
! > $100,000
What types of public assistance do you receive? Please select all that apply.
! SNAP/Food Stamps
! WIC (Women, Infants, & Children Food and Nutrition Service)
! Welfare
! Help with Housing/HUD
! Temporary Assistance for Needy Families (TANF)
! Other, please describe: ____________________
! None
Which of these phrases best describes your family's socioeconomic status?
! We live very well.
! We live comfortably.
! We live from paycheck to paycheck.
! We don't have a steady income.
! We have no current income.
What is your home zip code?
________________________
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In the LAST MONTH, how often has your child gone hungry because there was limited
or no food?
! Never
! Rarely
! Sometimes
! Often
! Always
Are you Spanish/Hispanic/Latino(a)?
! Yes
! No
What racial group(s) do you most identify with (please select all that apply)?
! American Indian or Alaska Native
! African-American or Black
! Asian
! Native Hawaiian or Other Pacific Islander
! White or European American
! Biracial or Multiracial: ____________________
! Some other race, please specify: ____________________
What is your religion?
! None
! Anglican
! Baptist
! Catholic
! Methodist (including African Methodist Episcopal [AME]/Presbyterian)
! Muslim
! Nondenominational
! Pentecostal
! 7th Day Adventist
! Other: ____________________
How many adults (18 years of age or older) currently live in your home?
________________________
How many children under age 18 (biological, stepchildren, adopted and other children),
including yourself, are currently living in your home?
_________________________
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EES-C (Caregiver Adaptation)
DIRECTIONS: We all react to different feelings in different ways. Some types of feelings
make us want to eat. Please let us know how much YOU BELIEVE the following
feelings make your child want to eat by checking the appropriate box. After checking a
box, please respond in the last column with how many days of week you eat because of
feeling that way.
EXAMPLE

When my child
feels this way:

He/she
has no
desire
to eat

He/she
has a
small
desire
to eat

He/she
has a
moderate
desire to
eat

He/she
has a
strong
desire
to eat

Starving

When my child
feels this way:

He/she
has no
desire to
eat

He/she
has a
small
desire to
eat

He/she
has a
moderate
desire to
eat

Resentful
Discouraged
Shaky
Worn Out
Not doing
enough
Excited
Disobedient
Down
Stressed out
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He/she
has a
strong
desire
to eat

He/she
has a
very
strong
desire to
eat

On average, how
many days a
week does your
child eat
because he/she
feels this way?
(0–7)

X

3

He/she
has a
very
strong
desire to
eat

On average, how
many days a
week does your
child eat
because he/she
feels this way?
(0–7)

When my child
feels this way:

He/she
has no
desire to
eat

He/she
has a
small
desire to
eat

He/she
has a
moderate
desire to
eat

Sad
Uneasy
Irritated
Jealous
Worried
Frustrated
Lonely
Furious
On edge
Confused
Nervous
Angry
Guilty
Bored
Helpless
Upset
Happy
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He/she
has a
strong
desire
to eat

He/she
has a
very
strong
desire to
eat

On average, how
many days a
week does your
child eat
because he/she
feels this way?
(0–7)

EDE-Q (Caregiver Adaptation)
DIRECTIONS: The following questions are concerned with the past four weeks (28 day) only. Please
read each question carefully, and answer all the questions about what YOU BELIEVE about your child.
Thank you.
Questions 1 to 12: Please circle the appropriate number on the right. Remember that the questions only
refer to the past four weeks (28 days) only.
0
1-5
6-12 13-15 16-22 23-27 Every
On how many of the past 28 days…
days days days days days days
day
1. Has your child been deliberately trying to
restrict the amount of food he/she eats to
0
1
2
3
4
5
6
influence his/her shape or weight (whether
or not he/she has succeeded)?
2. Has your child gone for long periods of
time (8 waking hours or more) without
0
1
2
3
4
5
6
eating anything at all in order to influence
his/her shape or weight?
3. Has your child tried to exclude from his/her
diet any foods that he/she likes in order to
0
1
2
3
4
5
6
influence his/her shape or weight (whether
or not he/she has succeeded)?
4. Has your child tried to follow definite rules
regarding his/her eating (for example, a
calorie limit) in order to influence his/her
0
1
2
3
4
5
6
weight or shape (whether or not he/she
has succeeded)?
5. Has your child had a definite desire to
have an empty stomach with the aim of
0
1
2
3
4
5
6
influencing his/her shape or weight?
6. Has your child had a definite desire to
0
1
2
3
4
5
6
have a totally flat stomach?
7. Has thinking about food, eating, or calories
made it very difficult for your child to
concentrate on things he/she is interested
0
1
2
3
4
5
6
in (for example, working, following a
conversation, or reading)?
8. Has thinking about shape or weight made
it very difficult for your child to concentrate
on things he/she is interested in (for
0
1
2
3
4
5
6
example, working, following a
conversation, or reading)?
9. Has your child had a definite fear of losing
0
1
2
3
4
5
6
control over eating?
10. Has your child had a definite fear that
0
1
2
3
4
5
6
he/she might gain weight?
11. Has your child reported feeling fat?
0
1
2
3
4
5
6
12. Has your child had a strong desire to lose
0
1
2
3
4
5
6
weight?
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Questions 13-18: Please fill in the appropriate number in the boxes on the right. Remember that the
questions only refer to what YOU BELIEVE about your child for the past four weeks (28 days).
13. Over the past 28 days, how many times has he/she eaten what
other people would regard as an unusually large amount of food
(given the circumstances)?
14. On how many of these times did he/she have a sense of having
lost control over his/her eating (at the time that he/she was
eating)?
15. Over the past 28 days, on how many DAYS have such episodes of
overeating occurred (i.e., he/she has eaten an unusually large
amount of food and had a sense of loss of control at the time)?
16. Over the past 28 days, how many times has he/she made
themselves sick (vomit) as a means of controlling your shape or
weight?
17. Over the past 28 days, how many times has he/she taken laxatives
as a means of controlling his/her shape or weight?
18. Over the past 28 days, how many times has he/she exercised in a
“driven” or “compulsive” way as a means of controlling his/her
weight, shape or amount of fat, or to burn off calories?

____________________
____________________
____________________
____________________
____________________
____________________

Questions 19-21: Please circle the appropriate number. Please note that for these questions the term
“binge eating” means eating what others would regard as an unusually large amount of food for the
circumstances, accompanied by a sense of having lost control over eating.
19. Over the past 28 days, on how
many days has you child eaten in
secret?
...Do not count episodes of binge
eating
20. On what proportion of the times
that your child has eaten has
he/she felt guilt (felt that he/she has
done wrong) because of its effect
on his/her shape or weight?
...Do not count episodes of binge
eating
21. Over the past 28 days, how
concerned has your child been
about other people seeing him/her
eat?
… Do not count episodes of binge
eating

!

No
days

1-5
days

6-12
days

13-15
days

16-22
days

23-27
days

Every
day

1

2

3

4

5

6

None
of the
times

A few
of the
times

Less
than
half

Half of
the
times

More
than
Half

Most
of the
time

Every
time

0

1

2

3

4

5

6

0

Not at
all
0

Slightly
1
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2

Moderately
3

4

Marked
-ly
5

6

Questions 22-28: Please circle the appropriate number on the right. Remember that the questions only
refer to what YOU BELIEVE about your child for the past four weeks (28 days).

On how many of the past 28 days…
22. Has your child’s weight influenced how
he/she thinks about (judges) himself or
herself as a person?
23. Has your child’s shape influenced how
he/she thinks about (judges) himself or
herself as a person?
24. How much would it have upset your child if
he/she had been asked to weigh
themselves once a week (no more, or less,
often) for the next four weeks?
25. How dissatisfied has your child felt about
his/her weight?
26. How dissatisfied has your child felt about
his/her shape?
27. How uncomfortable has your child felt
seeing his/her body (for example, seeing
his/her shape in the mirror, in a shop
window reflection, while undressing or
taking a bath or shower)?
28. How uncomfortable has your child felt about
others seeing his/her shape or figure (for
example, in communal changing rooms,
when swimming, or wearing tight clothes)?

!

Not at
all

Slight
-ly

Moder
-ately

Markedly

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6
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EDE-CI (Caregiver Adaptation)
DIRECTIONS: Please answer the following items, which are also concerning what YOU
BELIEVE about your child for the last 28 days.
Has your child eaten much more rapidly than normal?
! Yes
! No
Has your child eaten until he/she is uncomfortably full?
! Yes
! No
Has your child eaten large amounts of food when he/she isn’t physically hungry?
! Yes
! No
Has your child eaten alone because he she has felt embarrassed about how much
he/she was eating?
! Yes
! No
Has your child felt disgusted with himself or herself, depressed, or very guilty?
! Yes
! No
Has your child felt distressed or upset about his or her episodes of eating?
! Yes
! No

!
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Appendix E
Emotional Overeating Intervention Individual Therapy Referral Handout
The following steps will guide you in seeking therapy services for your child:
1. Choose a therapy clinic location
a. Contact your insurance provider to find out which behavioral health providers
covered through your network.
OR
b. Call the University of Memphis Psychological Services Center
The University of Memphis
202 Psychology Building
Memphis, TN 38152
Room 126, Psychology Building
(901) 678-2147
Hours: Monday-Thursday 9am-8pm; Friday 8am-3pm
OR
c. Call the University of Tennessee Health Sciences CenterOutpatient Child and Adolescent Psychiatry Clinic
Boling Center for Developmental Disabilities
711 Jefferson Avenue, Suite 162
Memphis, Tennessee 38105
(901) 448-5944
Hours: Monday afternoons only
OR
d. Call the ULPS Psychiatry Clinic
Downtown Memphis Location
East Memphis Location
51 N. Dunlap St., Suite 400
100 N. Humphrey’s Blvd
Memphis, TN 38105
Memphis, TN 38120
(901)-287-7337
(901)-287-7337
Hours: Tuesday mornings and
Hours: Wednesday mornings and
Thursday mornings
Thursday afternoons
OR
Additional resources on the next page.
2. Describe that you have been referred by a psychologist, Dr. Elvin Thomaseo
Burton, at the Healthy Lifestyle Clinic at Le Bonheur Children’s Hospital (901287-7337).
3. Explain that you are looking for therapy services for your child for the following
reasons:
________________________________________________________________
4. Schedule an appointment.
Appointment Date:____________________________
Time:_______________________

!
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e. Exchange Club Family Center
2180 Union Avenue, Memphis, TN 38104
Phone: (901) 276-2200
http://www.exchangeclub.net/
f. Crisis Center – Hotline
Someone is available to talk/provide referral information 24 hours a day 7
days a week
Dial: (901) 274-7477 or 1-800-SUICIDE
g. Lakeside Behavioral Health System
2911 Brunswick Road, Memphis, TN 38133
Phone: 901.377.4700 or 1.800.232.LAKE (5253)
http://lakesidebhs.com/
h. Daybreak Treatment Center (Partial Hospitalization Only)
2262 S. Germantown Rd. Germantown, TN 38138
Phone (901) 753-4300
i. St Francis Hospital (Inpatient Acute Care)
5959 Park Avenue, Memphis TN 38119
Phone: (901) 765-1400
j.

!

Memphis Mental Health Institute (Inpatient Treatment Only)
951 Court Avenue, Memphis TN 38103
Phone: (901) 577-1800
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Appendix F
Emotional Overeating Intervention Contract
Signing a written contract increases motivation and helps you get the most out of this
program!

For Participant
I understand the rules and expectations of the Emotional Overeating Intervention (EOI)
group. I agree to participate in the program by:
• Attending all scheduled group sessions (missing no more than 2 meetings)
• Completing homework each week
• Keeping my diary card up-to-date
• Replacing unskillful behavior with more skillful behavior
• Working toward meeting my goal of :__________________________________
_______________________________________________________________
Signature/Date: ________________________________________________________
For Caregiver
As the parent/caregiver, I am aware of the EOI attendance policies. I commit to
promoting a helpful home environment that effectively promotes change.
Signature/Date: ________________________________________________________
For Group Facilitator
As the EOI group facilitator, I commit to utilize our treatment team and provide effective
intervention strategies to the best of my abilities.
Signature/Date: _______________________________________________________

!
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Appendix G
EOI Weekly Homework

Name: _______________________________ Group Meeting Date: ___/___/___
Today in group we discussed the skill of:
________________________________________________________________
The purpose of this skill is to:
________________________________________________________________
________________________________________________________________
________________________________________________________________
Before next group, I will find an opportunity to use this skill in my own life.
Describe how you used the skill:
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
Before next group, I will teach this skill to a family member. Who did you
teach the skill to?
______________________________________________________________
Signature of the person you taught the skill to:
______________________________________________________________
Assignment Due Date: ____/____/____
!
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Su

Sa

F

Th

W

T

M

Su

Sa

F

Th

W

Tu

M

Day

Action
(Y/N)

INTENSITY:

Urge
(0-5)

Emotional
Eating
Action
(Y/N)

0 = Not at all

Urge
(0-5)

Binge Eating

Urge
(0-5)

Urge
(0-5)

Action
(Y/N)

Impulsive
Behaviors
Urge
(0-5)
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Urge to quit EOI group?

SelfAcceptance
0-5

0-5

Compassion

4 = VERY Strong

Action
(Y/N)

Avoidance

3 = Rather Strong

Notes for the Week

Action
(Y/N)

Preoccupation
with Food

2 = Somewhat

Action
(Y/N)

1 = A bit

Urge
(0-5)

Mindless
Eating

Urges

Emotions

0-5

Guilt
0-5

0-5

Sadness

5 = EXTREMELY STRONG

0-5

Anger

DATE: __________________________

EOI Diary Card

Happiness

NAME: _________________________________

0-5

Fear/
Worry

Interpersonal
Effectiveness

Emotion
Regulation

Mindfulness

Distress
Tolerance

M

Tu

W

Th

F

Sa

Su

Realized afterwards that I should have used skill.
Thought about skill but chose not to use it.
Realized afterwards that I did use skill effectively.
Mindfully tried to use skill but wasn’t effective.
Mindfully used skill effectively.
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Recognized need for skill but didn’t know which one. (Put X on day of the week).

Challenging Myths and Beliefs: Dispute the thoughts and beliefs that reduce your effectiveness with others.

Prioritizing: Ranking the importance of your objective with the other person.

DEARMAN (Describe. Express. Assert. Reinforce. Mindful. Appear confident. Negotiate): Getting what you want effectively.

Troubleshooting emotion regulation: Brainstorming steps to follow when changing your emotion doesn’t work.

Problem solving: Identify the problem, check facts, identify goal, brainstorm solutions, evaluate solutions, put solution into action.

Checking the facts: Identify the facts of the situation (rather than thoughts, interpretations, or beliefs).

Opposite Action: Change emotions by acting opposite to the current emotion.

Urge Surfing: Notice urge without acting on it.

Riding the Wave: Notice feeling and attend to emotional experience. Don’t try to hold on or push it away.

Identifying Emotions: Identifying and labeling emotions.

Wise Mind: Access wisdom. Balance Emotional Mind and Reasonable Mind.

Effectiveness: Focus on what works. Learn the rules. Play by the rules. Act skillfully.

One-mindfully: Be in the moment. Do one thing at a time. Let go of distractions.

Nonjudgmental stance: See but don’t evaluate. Let go of your opinions. Accept each moment.

Participate: Enter fully into the experience. Act intuitively from wise mind.

Describe: Put experiences into words. Describe to yourself what is happening.

Observe: Just notice the experience. Control your attention. Experience what is happening.

Distract: Wise Mind ACCEPTS (Activities, Contributing, Comparisons, Emotions, Pushing away, Thoughts, Sensations).

Willingness: Doing what is needed in each situation to be effective.

Radical Acceptance: Choose to recognize and accept reality. Acceptance of facts from deep within.

Observing your Breath: Breathing to center yourself.

Awareness: Focus attention on allowing yourself to tolerate distress.

Pros and Cons: think about the +/- aspects of tolerating distress and the +/- aspects of not tolerating distress.

Self-Soothe with the 5 senses. Mindfully enjoy sights, sounds, smells, tastes and touch.

1.
2.
3.
4.
5.

Fill in the number for the degree to which you used the skill.

DBT Skills Used

Appendix H
Intervention Acceptability Questions
DIRECTIONS: Please respond to each statement with your feelings about the groups.
I would participate in this intervention again.
! Yes
! No
! Don’t Know
I would suggest this intervention to friend or family member struggling with emotional
overeating.
! Yes
! No
! Don’t Know
Over the last 10 weeks, I have used at the skills I learned in group to resist my urge to
overeat when feeling bad or upset.
! Yes
! No
! Don’t Know
I plan to continue using my skills to resist my urges to overeat when feeling bad or upset
in the future.
! Yes
! No
! Don’t Know
I feel confident in my ability to use my skills to resist the urge to overeat when feeling
bad or upset.
! Yes
! No
! Don’t Know
I found this intervention helpful.
! Yes
! No
! Don’t Know
What is one thing you liked about the intervention?
_____________________________________________________________________
What is one thing you DID NOT like about the intervention?
_____________________________________________________________________
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Cultural Adaptation Acceptability Questions
DIRECTIONS: Please respond to each statement with your feelings about the groups.
I felt that the intervention was respectful of my cultural background.
! Yes
! No
! Don’t Know
I felt that the intervention considered my experiences related to my culture
(race/ethnicity, gender, where I’m from).
! Yes
! No
! Don’t Know
I could relate to the scenarios used in activities in session.
! Yes
! No
! Don’t Know
I could relate to other group members.
! Yes
! No
! Don’t Know
I felt that the skills were taught in a way that I could understand and relate to.
! Yes
! No
! Don’t Know
The intervention structure was doable for me (meeting once a week for an hour).
! Yes
! No
! Don’t Know
I prefer the group setting to individual one-on-one meetings.
! Yes
! No
! Don’t Know
What is one thing you would change about the intervention to make it more responsive
to your culture:
____________________________________________________________________
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Appendix I
DBT$SRS'
!
Over!the!course!of!the!Emotional!Overeating!group,!we!covered!several!skills!and!completed!several!
activities.!Please!rate!how!helpful!each!of!these!skills!and!activities!have!been!for!you.!
!
!

!

1.!

Biosocial!Model!

2.!

DBT!Assumptions!

3.!

Mindfulness!Activities!

4.!

Distress!Tolerance!–!Self!Soothing!

5.!
6.!

Distress!Tolerance!–!Radical!
Acceptance!
Mindfulness!–!What!and!How!Skills!

7.!

Mindfulness!–!Mindful!Eating!

8.!

States!of!Mind!(Rational!Mind,!
Emotion!Mind,!Wise!Mind)!
Wise!Mind!Accepts!

9.!

10.! The!Wave!Skill!
11.! Opposite!Action!
12.! Interpersonal!Effectiveness!–!DEAR!
MAN!
13.! Interpersonal!Effectiveness!–!GIVE!
14.! Interpersonal!Effectiveness!X!FAST!
15.! Weekly!Homework!
16.! Weekly!Diary!Card!

Not!at!all!
Helpful!

Slightly!
Helpful!

Somewhat!
Helpful!

Very!
Helpful!

Extremely!
Helpful!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

1!

2!

3!

4!

5!

!
!
!

158

Appendix J
Exit Interview
Emotional)Overeating)Intervention:)Pilot)Study)

Post7intervention)Exit)interview)
!
Thank&you&for&participating&in&our&intervention!&Today&I’m&going&to&be&asking&you&about&your&
impressions&of&the&EOI&groups.&Your&honest&feedback&can&help&us&to&improve&the&program&in&the&future.&&
&
We’d&like&to&get&hear&your&in@depth&feedback&about&the&program.&
&!!
[INTERVIEWER:!TURN!ON!RECORDER.]!
!
General)Impressions)
First&we’d&like&to&know&your&general&thoughts&about&the&program.&
&
•
Was!it!a!good!experience,!or!not!a!good!experience?!!
•
What!was!the!most!useful!part!of!the!program?!
•
What!was!the!least!useful!part!of!the!program?!!
•
Knowing!what!you!know!now,!would!you!participate!in!the!program!again?!
•
Would!you!recommend!this!program!to!others!who!are!struggling!with!emotional!overeating?!!
•
Over!the!last!10!weeks,!have!you!used!any!of!the!skills!learned!in!group!to!resist!the!urge!to!
overeat!when!feeling!bad!or!upset?!
•
Do!you!feel!confident!in!your!ability!to!use!the!skills!learned!in!group!to!resist!the!urge!to!
overeat!when!feeling!bad!or!upset!in!the!future?!
•
Did!you!find!the!intervention!helpful?!
•
In!what!ways!do!you!think!the!program!can!be!improved!or!changed?!
•
What!do!you!think!would!encourage!others!to!attend!the!program?!
)
Group)Facilitator)
Next&we'd&like&to&know&what&you&think&of&your&group&leader.&&
&
•
Who!was!your!group!leader?!
•
What!did!the!leader!do!particularly!well?!!
•
In!what!ways!do!you!think!that!the!leader!could!improve?!
)
Content)of)Intervention)
Next&we’d&like&to&know&what&you&think&of&other&specific&aspects&of&the&sessions.&
!
•
What!was!the!most!helpful!skill!you!learned!in!session?!
•
How!helpful!or!not!helpful!did!you!find!the!information!on!Distress!Tolerance?!
•
How!helpful!or!not!helpful!did!you!find!the!information!on!Mindfulness?!
•
How!helpful!or!not!helpful!did!you!find!the!information!on!Mindful!Eating?!
•
How!helpful!or!not!helpful!did!you!find!the!information!on!Emotion!Regulation?!
•
How!helpful!or!not!helpful!did!you!find!the!information!on!Interpersonal!Effectiveness?!
•
How!helpful!or!not!helpful!were!the!lesson!activities!in!each!session?!!
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•

•

How!helpful!or!not!helpful!were!the!weekly!homework!assignments!to!practice!your!skills!out!
of!session?!
" Would!it!have!been!helpful!to!get!text!message!reminders!to!complete!homework!
during!the!week?!
• If!yes,!how!often?!
How!helpful!or!not!helpful!was!completing!your!diary!cards!each!day?!
" Would!it!have!been!helpful!to!get!text!message!reminders!to!complete!your!diary!card!
during!the!week?!
• If!yes,!how!often?!

!
Structure)
Now&we’d&like&to&know&what&you&think&of&the&way&the&sessions&were&organized.&&
&
•
Did!you!think!that!10!sessions!was!too!much,!too!little!or!just!right?!!
" If!you!thought!there!were!too!many!or!too!few!sessions,!how!many!sessions!do!you!
think!the!group!should!be?!!
•
Should!the!sessions!be!longer!or!shorter?!
" If!longer!or!shorter,!how!long!do!you!think!they!should!be?!!
)
Cultural)Adaptations)
Now&we'd&like&to&know&what&you&think&about&cultural&adaptations&of&the&intervention.&&
!
•
Did!you!notice!the!intervention!was!respectful!of!diverse!cultural!backgrounds!(race,!gender,!
where!you’re!from,!etc.)?!
•
Overall,!did!you!feel!your!cultural!background!was!respected?!
•
Did!it!ever!feel!like!your!cultural!background!was!being!ignored?!
•
How!could!the!intervention!have!been!more!respectful!of!your!cultural!background?!
•
Did!you!feel!that!research!staff!understood!your!cultural!background?!
•
Did!the!scenarios!used!in!session!activities!feel!applicable!or!relatable!to!your!own!life?!
•
Did!you!feel!the!images!and!materials!used!in!session!were!relatable!to!you?!
•
Could!you!relate!to!the!experiences!of!other!group!members?!
" What!about!the!experiences!shared!by!your!group!leader?!
•
Did!you!think!the!skills!were!taught!in!a!way!that!you!could!understand?!
" How!about!in!a!way!you!could!relate!to?!
•
Did!you!prefer!the!group!setting,!or!would!you!have!preferred!oneTonTone!meetings?!
•
Did!anything!about!the!content!of!the!sessions!make!you!uncomfortable,!or!did!you!find!any!of!
the!topics!or!discussions!offensive?!!!
" If!yes,!what!content!or!discussions?!
&
Thank&you&very&much&for&your&feedback&about&the&program.&&We&will&use&it&to&improve&our&program&for&
future&groups.&&
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Appendix K
Fidelity Checklists
Date: _______________ Time: _______________ Group Session #:
Module:

Orientation

Skill(s):

1

N/A

Facilitator Name: ______________________________________________________
In today's session, these steps were followed:
Completely
Partially
Not At All
Consent Form
Reviewed
Informed
Consent
obtained
Assent obtained
Height
Measurement
Obtained
Weight
Measurement
Obtained
Overview of
DBT presented
Psychosocial
Model reviewed
‘Why Use DBT
Skills for
Emotional
Overeating’
Presented
Rules of Group
Reviewed
Group Structure
and Schedule
Presented
Diary Card
Introduced
Diary CardUrges Explained
Diary CardEmotions
explained
Diary Card-Skill
Tracking
Explained
Weekly
Homework
explained
EOI Behavior
Contract
reviewed
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Notes

Contract signed
by Participant
Contract signed
by Caregiver
Contract signed
by Facilitator
Instructions of
Assessment
Battery
presented to
participant
Instructions of
Assessment
Battery
presented to
caregiver
Available for
Questions
throughout
assessment
battery
Reviewed SI &
NSSI items
Provide Therapy
Referral (if
necessary)
Inform parents
about SI/NSSI
endorsement (if
necessary)
Provide
participant with
copy of contract
Distribute gift
card for
assessment
battery
Participant
signed gift card
log
Got preference
for date/time of
first group
meeting
Got up-to-date
contact
information (to
inform of first
group meeting)

Preferred Group Meeting Day/Time: _____________________________________
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Date: _______________ Time: __________ Group Session (2-9) #: __________
Module: ______________________

Skill(s): _____________________________

Facilitator Name: ______________________________________________________
In today's session, these steps were followed:
Completely
Partially
Not At All
Attendance taken
Homework
reviewed
Homework
Completion
documented
Diary Card
Reviewed
Diary Card
completion
documented
Gift cards
distributed
Mindfulnessscript read
Mindfulnessactivity completed
Lesson-Power
Point used
Lesson-Skill
introduced
Lesson-Manual
followed
Experiential
Activity-script
read
Experiential
Activity-relevance
to lesson
explained
Experiential
Activity-relevance
to lesson
explained
Experiential
Activity-Group
participation
prompted
Homework
Assigned
New Diary Card
Distributed
Closure- Remind
date/time of next
meeting
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Date: _______________ Time: _______________ Group Session #:
Module:

Wrap-Up/Review

Skill(s):

10

N/A

Facilitator Name: ______________________________________________________
In today's session, these were completed:
Completely
Partially
Not At All
Attendance taken
Mindfulness with
family-script read
Mindfulness with
family-activity
completed
Homework
reviewed
Homework
Completion
documented
Diary Card
Reviewed
Diary Card
completion
documented
Gift cards
distributed
Instructions of
Assessment
Battery presented
to participant
Instructions of
Assessment
Battery presented
to caregiver
Available for
Questions
throughout
assessment
battery
Reviewed SI &
NSSI items
Provide Therapy
Referral (if
necessary)
Inform parents
about SI/NSSI
endorsement (if
necessary)
Review of Skills
learned in EOI
Discussion of
ways to
generalize skills
to home
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Notes

Mindful Eating
practices
Introduced
Experiential
Activity-Mindful
Meal completed
Exit InterviewScript Read
Exit InterviewInterview audio
recorded
Exit InterviewResponses
documented
Closure-Follow
up Contact form
completed
Closure- Remind
of Follow-up
Assessments
Distribute gift
card for
assessment
battery
Thank for
participation
Offer therapy
referral
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Appendix L
Group Attendance Sheet
Date: _______________ Time: _______________ Group Session #: __________
Module: ______________________

Skill(s): _____________________________

Facilitator Name: ______________________________________________________
Name

ID

Arrival
Time

*Y = Yes; N = No; P = Partially
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Homework
Completed
*(Y/N/P)

Diary Card
Completed
*(Y/N/P)

Photo of
Homework/
Diary Card (Y/N)

!
Appendix M

Emotional Overeating Intervention
)

Follow-Up Contact Form
Thank you for participating in our EOI group!
We are proud of your progress, and want to be able to get in touch with you
over the next year to see how you are doing. We will contact you 3
months, 6 months, and 1 year in the future and ask you to complete some
questionnaires. You will be able to earn gift cards for your participation.
Please provide the following contact information so we can keep in touch
with you. We promise to keep your information private.
!

Your Contact Information:
Name:________________________________________________________________
Home Telephone number(s):______________________________________________
Cell phone:____________________________________________________________
Best time to Call: _______________________________________________________
E-mail Address:________________________________________________________
Mailing Address:________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
Other Ways to contact you (please list at least 2 other people who would know how to
get in contact with you and their phone numbers):
!
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
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Appendix N

Main Consent Form
!
TITLE: A Group Based Intervention for Treating Emotional Overeating among Adolescents
CO-PRINCIPAL INVESTIGATOR:
Elvin Thomaseo Burton, Ph.D.
University of Tennessee Health Science Center
Department of Pediatrics
50 N. Dunlap Street, 452R
Memphis, TN 38103

Idia B. Thurston, Ph.D.
University of Memphis
Department of Psychology
310 Psychology Building
Memphis, TN 38152

CO-INVESTIGATOR(S): Joan C. Han, M.D., Rebecca Kamody, M.S.
1. INTRODUCTION:
A person who takes part in a research study is called a research or study subject. In this consent
form “you” refers to the research subject and/or the legally authorized representative.
You are being given the opportunity to participate in this research study. The purpose of this
consent form is to help you decide if you want to be in the research study. This consent form
may contain words that you do not understand. Please ask the study doctor or the study staff to
explain any words or information that you do not clearly understand. We encourage you to talk
with your family and friends before you decide to take part in this research study. Please tell the
study doctor or study staff if you are taking part in another research study.
The purpose of this study is to try out a new treatment for adolescents who overeat in response to
their emotions. In this treatment, a group of adolescents will work together to learn skills that
may help them manage their emotions and make healthier eating choices. This study will help us
figure out the best way to help adolescents pay more attention to when and why they overeat.
Close to 80 subjects (40 adolescents and their caregiver) will be participating in this study.
Adolescents will participate in the group and complete questionnaires while caregivers will only
complete questionnaires.
The study will take place at Le Bonheur Children’s Hospital and Le Bonheur Outpatient Center –
East Memphis.
Your participation in this study will last approximately 1 year and 2 months. Participation starts
with learning more about the treatment, measuring your height and weight, and completing a set
of questionnaires. This is followed by 8 weekly group sessions where adolescents learn new
skills to manage their emotions. At week 10, there will be a review of everything learned in the
group and another set of questionnaires. We will then ask you to come back and complete more
questionnaires 3 months, 6 months, and 1 year after finishing the group sessions.
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Subject or Parent/Legally Authorized Representative Initials _____

Main Consent Form
!
2. PROCEDURES TO BE FOLLOWED:
Session 1: Attended by Adolescent Participants and Caregivers (2 hours)
• Learn more about the treatment
o Overview of group and rules
o Sign EOI Contract
• Complete questionnaires (1 hour for participant; 30 minutes for caregiver)
• Measure height and weight
Sessions 2-9: Attended by Adolescent Participants Only (1 hour)
• Skills group intervention sessions
o Go over homework assignment
o Learn new skills to manage emotions
o Group activities to practice skills
• Homework assignment and diary card will be completed each week between group
sessions
Session 10: Attended by Adolescent Participants and Caregivers (2.5 hours)
• Go over what was learned in the group sessions
• Celebrate finishing the group
• Talk about what you thought of the program (will be audio recorded)
• Complete questionnaires (1 hour for participant; 30 minutes for caregiver)
• Measure height and weight
• Complete follow-up contact forms
3 Month Follow-Up: Attended by Adolescent Participants and Caregivers (1 hour)
• Complete questionnaires (1 hour for participant; 30 minutes for caregiver)
• Measure height and weight
6 Month Follow-Up: Attended by Adolescent Participants and Caregivers (1 hour)
• Complete questionnaires (1 hour for participant; 30 minutes for caregiver)
• Measure height and weight
1 Year Follow-Up: Attended by Adolescent Participants and Caregivers (1 hour)
• Complete questionnaires (1 hour for participant; 30 minutes for caregiver)
• Measure height and weight
Your participation in the group session and completing the questionnaires are all for research
purposes only. None of these procedures are standard of care (in other words, they would not
happen if you were not in the study).

!
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Subject!or!Parent/Legally!Authorized!Representative!Initials!_____!

Main Consent Form
!
3. RISKS ASSOCIATED WITH PARTICIPATION:
Surveys / Questionnaires: Completion of the questionnaires may make you feel uncomfortable
or cause troublesome feelings or emotions. You may refuse to answer any of the questions and
you may take a break at any time during the study. Referrals for psychological services will be
available and provided if requested at any time.
Group Sessions: Participation in a group may make you feel uncomfortable or cause
troublesome feelings or emotions. You may refuse to participate and you may take a break at any
time during the study. Referrals for psychological services will be available and provided if
requested at any time.
Audio Recording: Having your voice recorded may make you feel uncomfortable. You may take a
break during any time of the study. There is also a potential risk of loss of confidentiality that someone
who listens to your audio recording might identify you.
There is the potential risk of loss of confidentiality. Every effort will be made to keep your
information confidential; however, this cannot be guaranteed.
The research may involve risks to you which are currently unforeseeable. You will be told about
any new information that might change your decision to be in this study. You may be asked to
sign a new consent form if this occurs.
4. BENEFITS ASSOCIATED WITH PARTICIPATION:
Adolescent Participants
Your emotional overeating symptoms may improve while you are in this study; however, this
cannot be promised. The skills you learn as a result of your participation may also you deal with
emotional difficulties in other parts of your life, and being part of a group may help you feel
more supported. The results of this study may help people with emotional overeating behaviors
in the future by helping us to figure out the best way to help adolescents pay more attention to
when and why they overeat.
Caregivers
There are no direct benefits for caregivers participating in this study. However, your child’s
emotional overeating symptoms may improve while he or she is in this study. The results of this
study may help people with emotional overeating behaviors in the future by helping us to figure
out the best way to help adolescents pay more attention to when and why they overeat.
5. ALTERNATIVES TO PARTICIPATION:
You do not have to participate in this study. If you do not choose to participate, there are no
alternative group treatment options for emotional overeating. However, we can provide referrals
for individual psychotherapy.
!
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Subject!or!Parent/Legally!Authorized!Representative!Initials!_____!

Main Consent Form
!
Adolescent participants will receive medical treatment at Le Bonheur Children’s Hospital,
whether or not you participate in the study.
You will not have to undergo the following procedures if you do not take part in this study:
• Completion of questionnaires
• Height and weight collections
• Participation in group sessions
• Sign an EOI contract
6. CONFIDENTIALITY:
Research records
All your paper research records will be stored in locked file cabinets and will be accessible only
to research personnel and those entities named below in this section, except as required by law
(such as reports of child abuse, plans to commit suicide, etc.).
All your electronic research records will be kept on an encrypted computer where your
information is replaced with a code and password only known to the research personnel, except
as required by law (such as reports of child abuse, plans to commit suicide, etc.).
Medical Records
Information about your participation in this study will be placed in your medical record; as such,
this information could be made available to your employer or insurer.
Presentations/Publications
While individual details about your case might be provided in publications or presentations about
this research, they will not be discussed in a way that would allow you to be individually
identified as a participant.
Authorization to Use and Disclose Information for Research Purposes
Under federal privacy regulations, you have the right to decide who can review and copy your
personal health information (called “protected health information” or PHI). PHI collected in this
study may include information such as:
• Past and present medical records
• Records about your study visits
• Records about phone calls made as part of this research
• Research records
By signing this consent form, you are giving your permission for the study doctor and the study
staff at the University of Tennessee to get your PHI from your doctor and/or facilities where you
have received health care. They may also share your PHI with:
• The Institutional Review Board (IRB) at The University of Tennessee Health Science
Center
!
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!
•
•
•

Researchers at The University of Memphis
Le Bonheur Children’s Hospital
UT Le Bonheur Pediatric Specialists, Inc.

However, some of these organizations or institutions above do not have the same obligations to
protect your PHI.
Your PHI will only be used and/or given to others:
• To do the research
• To study the results
• To see if the research was done correctly
Your PHI will be used until the study is completed.
You may withdraw or take away your permission to use and disclose your PHI at any time. You
do this by sending written notice to the study doctor. If you withdraw your permission, you may
not be able to stay in the study.
When you withdraw your permission, no new PHI will be gathered after that date. However,
information that has already been gathered may still be used and given to others. The federal
regulations allow you to review or copy your PHI that is used in this study.
7. COMPENSATION AND TREATMENT FOR INJURY:
You are not waiving any legal rights or releasing the University of Tennessee, Le Bonheur
Children’s Hospital, UT Le Bonheur Pediatric Specialists, Inc., or the agents of either, from
liability for negligence. In the event of physical injury resulting from research procedures, the
University of Tennessee Le Bonheur Children’s Hospital, and UT Le Bonheur Pediatric
Specialists, Inc. do not have funds budgeted for compensation for medical treatment. Therefore,
the University of Tennessee, Le Bonheur Children’s Hospital, and UT Le Bonheur Pediatric
Specialists, Inc. do not provide for treatment or reimbursement for such injuries.
If you are injured or get sick as a result of being in this study, call the study doctor immediately.
The study doctor will provide you with a subsequent referral to appropriate health care facilities.
If you are injured or get sick as a result of being in this study, you and/or your insurance will be
billed for the costs associated with this medical treatment. No compensation will be available to
you for any extra expenses that you may have as the result of research related physical injuries,
such as additional hospital bills, lost wages, travel expenses, etc. No compensation will be
available to you for any non-physical injuries that you may have as a result of research
participation, such as legal problems, problems with your finances or job, or damage to your
reputation.
8. QUESTIONS:
!
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!
If you have questions about your participation in this study, or if you have questions, concerns,
or complaints about the research, you may contact Dr. Elvin Thomaseo Burton at (901) 287-6884
during regular business hours (Monday – Friday, 8:00am – 5:00pm, Central Standard Time).
If you feel you have had a research-related injury, you may contact Dr. Elvin Thomaseo Burton
at (901) 287-6884 during regular business hours (Monday – Friday, 8:00am – 5:00pm, Central
Standard Time). In case of an emergency, please call 911.
You may contact Terrence F. Ackerman, Ph.D., UTHSC IRB Chairman, at 901-448-4824, or
visit the IRB website at
http://www.uthsc.edu/research/research_compliance/IRB/participant_complaint.php if you have
any questions about your rights as a research subject, or if you have questions, concerns, or
complaints about the research.
9. PAYMENT FOR PARTICIPATION:
You will receive a $10 gift card to Kroger or Walmart at the completion of each session where
you complete questionnaires. If you complete all the questionnaire visits, you will receive a total
of 5 gift cards worth $50.
For each group session you attend with your homework completed, you will receive a $5 gift
card to Kroger or Walmart. If you attend all group sessions with homework completed, you will
receive a total of 8 gift cards worth $40.
If you attend 7 of the 8 group sessions with homework completed, you will be entered into a
raffle for a $150 gift card to Kroger or Walmart. If you are entered into this raffle and do not
win, you will be able to select a prize worth $10. The raffle will take place during the week 10
wrap-up session.
Caregiver Participants
Caregivers will not be paid for completing questionnaires.
10. COSTS OF PARTICIPATION:
There are no costs to you for participating in this study.
11. VOLUNTARY PARTICIPATION AND WITHDRAWAL:
Your participation in this research study is voluntary. You may decide not to participate or you
may leave the study at any time. Your decision will not result in any penalty or loss of benefits
to which you are entitled.
If you are an employee of the University of Tennessee and/or Le Bonheur Children’s Hospital
participating or not participating in this study will not affect your employment status.

!
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!
Deciding to not take part in this research study will not change your regular medical care in any
way. If you decide to stop taking part in this research study, you should tell your study doctor,
and any information that you have already provided will be kept in a confidential manner.
Your participation in this research study may be stopped by the study doctor without your
consent for any of the following reasons:
• If you miss more than 2 group sessions
• If you are actively suicidal, or require a higher level of treatment, such as inpatient care

!
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12. CONSENT OF SUBJECT:
You have read or have had read to you a description of the research study as outlined above. The
investigator or his/her representative has explained the study to you and has answered all the
questions you have at this time. You knowingly and freely choose to participate in the study. A
copy of this consent form will be given to you for your records.
___________________________________________
Signature of Research Subject (18 years +)

___________ _________
Date
Time

___________________________________________
Printed Name of Adult Research Subject
____________________________________________
Assent of Minor (Ages 14-17)

___________ _________
Date
Time

____________________________________________
Printed Name of Minor Research Subject
____________________________________________
Signature of Legally Authorized Representative

___________ __________
Date
Time

____________________________________________
Printed Name of Legally Authorized Representative
___________________________________________
Relationship of Legally Authorized Representative
____________________________________________
Signature of Person Obtaining Consent

___________ __________
Date
Time

____________________________________________
Printed Name of Person Obtaining Consent
In my judgment, the subject or the legally authorized representative has voluntarily and
knowingly given informed consent and possesses the legal capacity to give informed consent to
participate in this research study.
__________________________________________
Signature of Investigator
March 29, 2016
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___________ _________
Date
Time

Subject or Parent/Legally Authorized Representative Initials _____
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Appendix O
IRB Approval
Hello,
The University of Memphis Institutional Review Board, FWA00006815, has reviewed and
approved your submission in accordance with all applicable statuses and regulations as well as
ethical principles.
PI NAME: Rebecca Kamody
COPI:
PROJECT TITLE: A Group Based Intervention for Treating Emotional Overeating among
Adolescents
FACULTY ADVISOR NAME (if applicable): Idia Thurston
IRB ID: #4164
APPROVAL DATE: 4/8/2016
EXPIRATION DATE: 3/27/2017
LEVEL OF REVIEW: Expedited (facilitated)
Please Note: Modifications do not extend the expiration of the original approval
Approval of this project is given with the following obligations:
1. If this IRB approval has an expiration date, an approved renewal must be in effect to
continue the project prior to that date. If approval is not obtained, the human consent
form(s) and recruiting material(s) are no longer valid and any research activities involving
human subjects must stop.
2. When the project is finished or terminated, a completion form must be completed and
sent to the board.
3. No change may be made in the approved protocol without prior board approval,
whether the approved protocol was reviewed at the Exempt, Exedited or Full Board level.
4. Exempt approval are considered to have no expiration date and no further review is
necessary unless the protocol needs modification.
Approval of this project is given with the following special obligations:
Thank you,
James P. Whelan, Ph.D.
Institutional Review Board Chair
The University of Memphis
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Institutional Review Board
Office of Sponsored Programs
University of Memphis
315 Admin Bldg
Memphis, TN 38152‐3370
PI: Rebecca Kamody
Co‐Investigator:
Advisor and/or Co‐PI:
Department: Users loaded with unmatched Organization affiliation.
Study Title: A Group Based Intervention for Treating Emotional Overeating among Adolescents
IRB ID: 4164
Submission Type: Renewal
Level of Review: Expedited
IRB Meeting Date:
Decision: Approved
Approval Date: Mar 31, 2017
Expiration Date: Mar 31, 2018
Research Notes:
Findings:
The IRB has reviewed the renewal request.
Approval of this project is given with the following obligations:
1. If this IRB approval has an expiration date, an approved renewal must be in effect to
continue the project prior to that date. If approval is not obtained, the human consent
form﴾s﴿ and recruiting material﴾s﴿ are no longer valid and any research activities involving
human subjects must stop.
2. When the project is finished or terminated, a completion form must be completed and
sent to the board.
3. No change may be made in the approved protocol without prior board approval,
whether the approved protocol was reviewed at the Exempt, Expedited or Full Board level.
4. Exempt approval are considered to have no expiration date and no further review is
necessary unless the protocol needs modification.
Thank you,
James P. Whelan, Ph.D.
Institutional Review Board Chair
The University of Memphis
Note: Review outcomes will be communicated to the email address on file. This email
should be considered an official communication from the UM IRB.
!
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